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Introduction to the portfolio
This portfolio contains the work completed over three years of the Doctorate in 
Clinical Psychology (PsychD) training course. The aim of this portfolio is to give the 
reader an overview of the experiences and development of the author over the 
three years of training.
The portfolio is divided into two volumes. Volume One is a public volume and will 
be held in the University of Surrey library. Volume Two contains more confidential 
material and is therefore a private volume. Volume Two will be stored in the 
psychology department at the University of Surrey.
Both volumes are divided into dossiers; academic, clinical and research.
This Volume I of the portfolio contains:
i) The academic dossier consisting of two essays, two problem based 
learning reflective accounts and two summaries of process accounts 
from the personal and professional learning discussion groups.
ii) The clinical dossier consisting of a summary of the placements across 
the three years and four case report summaries and one summary of the 
oral presentation of clinical activity.
iii) The research dossier comprising of the research log checklist, the service 
related research project (SRRP), evidence of presentation of the SRRP, an 
abstract of the qualitative research project and the major research 
project.
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© Pip Crompton 2012
Acknowledgements
I would like to thank members of the course team for their support and teaching 
during training. In particular I would like to thank my academic tutor, Arlene Vetere 
and thesis supervisor, Mary John for being so generous with their time and support 
throughout the three challenging years. Also, I am appreciative of Kate Gleeson 
providing useful discussions in relation to my major research project.
Throughout the course of clinical training I have worked across diverse placement 
settings with many inspiring people; service-users and supervisors. I would like to 
thank my placement supervisors for providing me with rich and varied opportunities 
and excellent supervision, guidance and space for reflection.
The past three years, particularly the final eighteen months have been the 
extremely challenging in terms of my academic, professional and personal life. My 
friends and family have provided a firm foundation of practical and emotional 
support without which completion of clinical training would not have been possible. 
Therefore I would like to give a special thanks to the entire Crompton clan as well as 
particularly important friends; Manveer, Charlotte, Sophie, Rachael and Elle.
This work is dedicated to my Dad, David who greatly encouraged my aspiration to 
be a Clinical Psychologist and instilled in me the values and perseverance necessary 
to become one.
CONTENTS
ACADEMIC DOSSIER
Adult Mental Health Essay 6
Professional Issues Essay 26
Problem Based Learning Reflective Account I 47
Problem Based Learning Reflective Account II 55
Personal and Professional Learning Discussion Group Process Account I 64
Summary
Personal and Professional Learning Discussion Group Process Account II 66
Summary
CLINICAL DOSSIER_______________________________________________ ^
Overview of Clinical Experience 69
Adult Mental Health Case Report I Summary 73
Adult Mental Health Case Report II Summary 75
Learning Disabilities Case Report Summary 77
Child and Adolescent Case Report Summary 79
Older Adult Mental Health Case Report Summary - Oral Presentation 81
RESEARCH DOSSIER_____________________________________________________8 ^
Research Log Checklist 85
Service Related Research Project 87
Evidence of Presentation of SRRP 115
Handout from the SRRP presentation 116
Signed statement from placement supervisor 119
Qualitative Research Project Abstract 121
Major Research Project 123
ACADEMIC DOSSIER
Adult Mental Health Essay
'The intergenerational transmission o f depression: exploring the famiiy-wide model 
and its implications fo r clinical practice. '
January 2010 
Year I
Declaration of Position
My personal intrigue in using a systemic therapeutic orientation is ever present in 
my clinical work; be it within adult or child mental health services. To me, it makes 
intuitive sense that psychological difficulties can arise and be maintained through 
individuals' experiences and interactions within a larger social system. I value the 
holistic and enriched thinking that can be achieved through recognising that clients 
are both influencers and recipients of their own and others' wellbeing. I have 
witnessed the family-wide implications of individual family members having mental 
health difficulties and can recount a number of times when clients' difficulties were 
not alleviated successfully until a systemic intervention was applied to their 
treatment. I am enthused by the belief that when appropriate, intervening at a 
familial rather than individual level can lead to more pervasive and longer term 
improvement. In addition, I am interested in the recent emphasis of government 
policies (e.g. Department of Health, 2009) on providing a preventative model to 
children's psychological difficulties. The current review integrates these two 
interests.
Introduction
The intergenerational transmission of depression is well established empirically. 
Children o f depressed parents have a significantly higher rate of depressive 
symptoms, anxiety and behavioural difficulties (Weissman et al., 2006 & Langrock et 
al., 2002). These childhood difficulties have been found to be a robust precursor to 
mental health problems in adulthood (e.g. Hammen & Brennan, 2003). In recent 
years, governmental and non-governmental policy (e.g. Department of Education 
and Skills, 2003 & The Social Care Institute for Excellence, 2009) has placed a 
greater emphasis on supporting adults with mental health problems in their 
parenting role in order to promote the well-being of children and future adults. It is 
becoming recognised that in the near future, services should provide a targeted 
family-focused early intervention and preventative service for 'at risk' families. In
order for an evidence-based service to develop, a thorough understanding of the 
developmental needs of children, factors impacting parenting capacity and the 
impact of parental mental health problems on children should be delineated.
The field of research collaboratively suggests three possible and non-exclusive 
mechanisms for the intergenerational transmission of depression, namely; genetic 
transmission, aversive parenting practices and distress within the broader 
interpersonal family context (Downey & Coyne, 1990). The current review will focus 
upon the latter two mechanisms because whilst the impact of genetic loading is 
recognised, the review will conclude with implications for the practice of 
psychological therapies. Given the brevity of the review, it also does not permit 
discussion of the significant body of research regarding attachment theory. I 
recognise that the integration of these omitted mechanisms with those presently 
discussed would have been desirable and would have likely identified interactive 
effects and additive explanatory power.
An emerging second-generation of research has progressed from simply 
reconfirming the well-founded association between parental depression and 
children's maladjustment, to examining possible processes responsible for the 
transmission of risk within the broader family context. The goal of contemporary 
research is to identify the causal factors and characterise how and why (i.e. 
mediating processes) and when (i.e. moderating processes) psychological 
mechanisms operate over a longitudinal time-frame. It is becoming recognised that 
broader factors relating to family functioning have collinear effects on children's 
adjustment. For instance, marital conflict is often found to be co-morbid with 
parental depression (Cummings & Davies, 1994a), prompting efforts to delineate 
the relative family factors in their contribution to development of child 
maladjustment. Also crucial to understanding trajectories of child adjustment in an 
adverse family climate is the parent-child relationship (Erel & Burman, 1995) due to 
its greater proximity to the child. The interplay of parent and child gender is also 
likely to have an etiological role and its examination will help explicate the 
differential nature and degree of risk of developing psychological difficulties
experienced by children (Osborne & Fincham, 1996). With increasing focus on the 
systems approach to child wellbeing, it is important to conceptualise these risk 
factors within an integrative framework, in order to assess the underlying 
mechanisms by which parental depression influences child adjustment and 
advances theoretical models and clinical practice. In turn, each factor will be 
discussed in order to consolidate existing knowledge of the components comprising 
the family-wide model of the intergenerational of depression. The review will 
conclude with the author making suggestions about how Adult Mental Fiealth 
services could possibly adopt a greater role in supporting family functioning and 
therefore limiting children's transmission of risk.
Method
The discussion of the relevant research was informed by a literature review was 
completed in stages. Firstly, the author's knowledge of a number of seminal papers 
in the area of interest was used to identify and source a broader range of papers. In 
conjunction, a literature search engine was used to find additional relevant papers 
using search terminology that was featured in the seminal papers. A focused 
internet search was conducted to obtain corresponding government polices 
following discussions with peers and a field clinical psychologist.
The Role of Marital Conflict
Parental depression has a well-established link to marital discord through its 
propensity to elicit hostile interactions and withdrawal, (Downey & Coyne, 1990) 
suggesting a significant amount of co-variation. Some theorists argue that marital 
conflict presents the primary parameter linked to children's poor adjustment; given 
its often overt and dominant presence within the family, suggesting that it may 
mediate the effects of depression on child adjustment (Davies et al., 1999). At its 
least, marital conflict interacts with parental depression leading to a stronger causal
role of familial adversity in accounting for child maladjustment (Papp et o/., 2004). 
Children who live in families characterised by high levels of marital discord have 
been found to be at increased risk of developing both internalising (e.g. anxiety and 
depression) and externalising (e.g. behavioural) problems, especially so if they are 
exposed to frequent, aggressive and poorly resolved marital conflict (Grych & 
Fincham, 1990). Thus, marital conflict presents a multidimensional construct of 
which its specific properties predict the presence or absence of child 
maladjustment.
Dadds et al., (1999) examined the influence of parental conflict resolution styles 
and conflict severity on child adjustment in children aged ten to fourteen years old. 
Whilst parental resolution style did not add predictive value to externalising 
symptoms over and above conflict severity, it did do so in accounting for 
internalising symptoms. Children showed heightened anxiety, depression and social 
withdrawal when they had been exposed to the same-sex parent using avoidant 
and withdrawn resolution style. This suggests that children adopt an adjustment 
style congruent with their allied parent's behaviour. A possible explanation for this 
may be that when the same-sex parent appears withdrawn in the context o f an 
'attacking' opposite-sex parent, the child will feel threatened by appraised danger 
posed to their allied parent. This study could have been enhanced by including 
children's appraisals of threat to examine this hypothesis.
Katz and Gottman (1993), through conducting a prospective, longitudinal study of 
younger children aged five to eight years old, found evidence that specific conflict 
resolution styles did in fact also predict externalising symptoms three years later. 
Children of parents who displayed mutually hostile interactions were reported by 
teachers to exhibit aggressive and mildly antisocial behaviour, it was thought that 
aversive parental behaviours were modelled through observational learning leading 
to young children adopting similar but developmentally appropriate conflict 
negotiation behaviour with peers. The discrepancy in the findings of these two 
studies could possibly be explained by the different developmental stages of the 
children. Younger children have been evidenced to use modelling to a greater
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extent than older children who are becoming more evaluative and appraising of 
events (Hops, 1995).
Indeed, Grych etol., (2000) highlighted the meditational role of children's appraisals 
of marital conflict, with children who feel threatened by conflict displaying more 
internalising symptoms than children who appraise conflict as fairly benign. They 
examined the appraisal of conflict in children aged ten to fourteen years old and 
found that while externalising problems were not mediated by appraisals of 
conflict, anxiety and depressive symptoms were mediated by appraisals of threat, 
irrespective of threat being attributed to parents' safety or children's own fear of 
becoming recipients of disagreement.
Appraisals of self-blame became a gender specific mediator for the development of 
internalising symptoms in boys. Boys' feelings of responsibility for intervening with 
the conflict may reflect a gender role whereby boys are socialised to be assertive 
and active whereas girls are more interpersonally orientated (Grych et al., 2000) 
and able to discern the cause of conflict as external to themselves. The study 
notably concluded that child appraisals of conflict were independent from severity 
of conflict as the cross-sectional study sampled children from a general community 
and a refuge shelter for domestic violence finding no significant difference.
Thus research has collectively been able to highlight the importance of children's 
emotional and cognitive responses for understanding the impact marital conflict 
has on adjustment. Attention in more recent studies has progressed to examine the 
protective and deleterious impact of coping behaviours in children. Coping 
behaviours have been conceptualised as the affective and cognitive responses to 
appraisals of threat posed by marital conflict (Grych & Fincham, 1990) and thus the 
proliferation of studies following the establishment of the role of appraisals makes 
intuitive sense. Active coping strategies (for example, cognitive restructuring of 
events and problem solving) appear to act differentially according to gender; 
protective for girls' mood and self-esteem but causative of boys' externalising 
symptoms (Nicolotti et al., 2003). This is possibly due to boys taking more active 
modes of problem solving by intervening with conflict leading to learnt hostile
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behavioural patterns. However, the generalisability of these findings are 
questionable given that the study relied on self-reported coping strategies in a 
laboratory setting following exposure to simulated arguments which the children 
reported minimally resembled parental conflict.
Thus, in summary, marital conflict can influence children's psychological adjustment 
directly by equipping children with faulty working models of functional behaviour 
and emotional expression, challenging children's ability to regulate emotional states 
and by shaping children's cognitive and coping responses (Gerard et al., 2006).
The Role of the Parent-Child Relationship
The explanations for the transmission of depression through co-morbid conflict 
intuitively suggest the need for the child to directly observe parents in order for 
behavioural and affective problems to manifest. Subtle depressive symptoms and 
covert marital discord appear equally detrimental to child adjustment (e.g. 
Cummings & Davies, 2002), suggesting the role of indirect mechanisms in 
accounting for the transmission of distress. The marital subsystem serves adult 
intimacy needs and provides emotional support helpful for nurturing children whilst 
remaining distal to children (Cox & Pa ley, 1997). However, impoverishment of the 
marital dyad, as a consequence of a depressed spouse and/or marital conflict, 
aversively influences the parent-child relationship of both spouses (Cox & Raley, 
1997). Thus, the effects of parental depression and co-occurring marital conflict can 
be co-ordinated and transmitted to adolescent adjustment indirectly via the parent- 
child relationship.
Stress induced by conflict and parental depression can arouse anger and hostility 
within the marital dyad, which is subsequently reproduced within the parent-child 
dyad through the 'spillover' of anger and tension (Erel & Burman, 1995). Given the 
significance of the parent-child bond in children's socialisation, it is thought that 
children's psychosocial development may become compromised when parental 
distress engenders negative interactions and harsh discipline (Gerard et oL, 2006).
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Alternatively, familial stress may leave spouses preoccupied and drained of 
emotional resources necessary for effective child support, leading to parental 
withdrawal within the parent-child relationship (Goldberg & Easterbrook, 1984). 
Both hostility and emotional withdrawal within the parent-child relationship have 
been consistently documented to produce behavioural and affective problems in 
children (e.g. Schudlich & Cummings, 2003).
Marital conflict has been shown to increase coercive parenting strategies as a result 
of parents' reduced tolerance with everyday child-related challenges. Gerard et al. 
(2006) found that harsh discipline provided a mediational pathway for the effect of 
marital conflict on children's antisocial and disobedient behaviour over a five year 
interval, possibly reflecting a modelling process by which children viewed 
dominance as an appropriate strategy for resolving social problems. An etiological 
role of aversive parenting strategies in predicting internalising symptoms may 
possibly have been identifiable had a greater array of parenting variables been 
included, for example, inconsistent parenting. Gerard et al. (2006) may have gained 
greater explanatory power had they extended empirical attention to earlier 
childhood years. The early development of insecure attachment styles have been 
found to explain the association between negative parenting in the context of 
marital conflict in the development of negative peer interactions in 36 month old 
children (Lindsey et al. 2009). This suggests that "...Because of the children's age 
and only brief history of exposure of marital conflict and lack of cognitive 
maturity....this speaks to the profound role emotions play in relationship dynamics." 
(Lindsey et o/., 2009, p.142).
Significant and robust associations have also been found between maternal 
depressive symptoms and parenting deficits according to Lovejoy et al.'s (2000) 
meta-analysis of 46 studies. They concluded that parental depression is associated 
more strongly with the presence of negative parental behaviour (for example, 
hostility and rejection) than with the lack of positive parenting behaviours (for 
example, monitoring and nurturance). Elgar et al. (2007) extended this claim by 
examining the mediational role of parental behaviour in the link between parental
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depressive symptoms and child adjustment problems in a large, community sample 
o ften  to fifteen year old children over two years. Low levels of parental nurturance 
and high levels of parental rejection indirectly linked parental depressive symptoms 
with children's externalising symptoms and high levels of rejection were indirectly 
linked with internalising symptoms. Elgar et al. (2007) did not provide an adequate 
interpretation of the findings, although drawing on previous literature it is possible 
to speculate that parental emotional insensitivity leads to children aggressing and 
acting up in order to elicit a response and gain attention leading to a learnt 
behavioural strategy (Cummings & Davies, 1994b). Moreover, children may resort 
to withdrawal in order to avoid experiencing rejecting parenting behaviour. The 
perception of parents as rejecting may then become generalised and attributed to 
wider social contexts, thus making children sensitive and anxious in any potentially 
stressful situations (Cummings & Davies, 1994b). Notably, given Elgar et al./s (2007) 
use of a representative community sample, it is evident that the deleterious effects 
of aversive parenting are also present in subclinical levels of parental depressive 
symptoms and thus, children at risk of developing adjustment problems do not 
appear to be limited to those living with clinically depressed parents. This is 
concerning given that parents with subclinical levels of depression are unlikely to 
attempt or gain access into mental health services.
The Role of Parent and Child Gender
Frequently, examinations of the family-wide model have either regarded child 
gender as an empirical afterthought or focused only on the main effects of parent 
gender on child outcomes, disregarding its interaction with child gender (e.g. Coiro 
& Emery, 1998). The examination of moderators, such a gender, remains pertinent 
in order to understand factors contributing to variability of child outcomes and to 
optimise targeted interventions for the most 'at risk' family members.
Evidence suggests that the parent-child relationship may have a different etiological 
role depending on parent gender (Coiro & Emery, 1998). The role of fathers has
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been neglected in both depressive (Phares & Compas, 1992) and conflictual family 
contexts (Coiro & Emery, 1998) and hence, the father-child relationship is also 
empirically under-represented. Available research suggests that fathers' 
interactions appear characterised by withdrawal and disengagement which is likely 
to incite a ruminative atmosphere within the father-child dyad and quantitatively, a 
reduced interaction (Jacob & Johnson, 2001). This appears distinct from mothers 
sustained, but strained, family interactions that evidence only a shift in affective 
tone (Goodman & Gotlib, 1999).
It is evident that children's developmental stages interact with gender in explaining 
differential risk. The emergence of differentiated gender-roles during adolescence 
creates particular difficulties in relations between children and their opposite-sexed 
parent. Ge et al. (1995) specifically found that sons' and mothers' depressive 
symptoms were strongly associated during early adolescence when boys begin to 
assert independence and deviancy, whilst daughters and fathers showed similar 
symptom patterns towards mid-adolescence when girls become sexually attractive 
and undergo menarche. Spill-over of negative affect and behaviour from parents' 
spousal position appear to relate to already troubled opposite-sex parent-child 
relations. However, in younger children a same-sex bias of depressive transmission 
is evident with maternal symptoms associated with girls' withdrawal and paternal 
symptoms more negatively associated with boys' pro-social behaviour (Cummings 
et al. 2005). This appears consistent with Bandura's (1973) Social Learning Theory, 
whereby modelling is most successful when the model resembles the observer most 
closely.
Similar trends of greater opposite-sex transmission when children are adolescents 
appear evident in marital conflict literature. O'Leary (1984) originally postulated 
that parents' relationships with opposite-sexed children are vulnerable to greater 
spill-over of behaviour and affect from the marital relationship because such 
children are reminiscent of the aggressed spouse. Adolescents' own appraisals of 
the quality of the parent-child relationship are likely to also influence their 
adjustment. Adolescents tend to ally with the same-sex parent meaning that marital
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animosity directed towards the allied parent is perceived by the child as personally 
threatening, in turn producing an insecure parent-child relationship with the 
opposite-sexed. Osborne and Fincham (1996) provide the sole examination of 
gender interaction with regard to children's appraisals of the parent-child 
relationship and found this to be true for mother-son relations with marital conflict 
associated with boys' appraisal of maternal hostility and rejection leading to 
internalising symptoms. To date, this remains the only comprehensive examination 
of the mediating role of child appraisals of the parent-child relationship and 
moderating role of gender interactions.
Research still appears to be immature in the production of a consistent picture of 
child gender differences in terms of vulnerability to the development of adjustment 
problems in the context of the aversive family environment. With increased 
empirical attention, the picture is likely to become more complex given that gender 
may be a marker variable for a more complex set of proximal processes (Davies & 
Lindsay, 2004) that haven't yet been determined; the interaction of gender with 
children's developmental stage has not been consistently regarded; little is known 
about possible differences between children's exposure to marital conflict or 
aversive parent-child relationships and little is known about interactive parent-child 
gender effects. However, it does appear clear at this stage that gender plays a part 
in accounting for children's differential experiences of adverse family contexts and 
further refinement of its role will help the identification of the most 'at risk' 
children.
Methodological Critique
Although research enquiries have elucidated causal pathways and advanced 
explanatory power in the intergenerational transmission of depression, some 
methodological limitations are notable and common within the studies informing 
this field and may therefore compromise the validity of findings and their clinical 
utility. Many of the limitations could be addressed by more routinely implementing
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prospective, longitudinal designs which would complement the process-oriented 
perspective by permitting examination of bidirectional family influencers and 
collinearity between family factors over time. This stronger design does appear to 
be used increasingly (e.g. Katz & Gottman, 1993).
Many studies have relied on the use of cross-sectional design, generating findings 
that are limited to concluding concurrent associations between family variables 
(e.g. aversive parent-child relationship and child adjustment problems) without 
informing us of the temporal patterns and causal roles of family factors. Such 
studies also cannot address the possibility that children's adjustment problems 
exert effects on their self-report of the examined family factors through negative 
affectivity bias. Prospective designs would allow a measure of earlier adjustment 
levels, therefore permitting an estimate of change in later adjustment.
Furthermore, many studies have used a single family member, typically a parent, as 
the informant on family factors (e.g. Papp et al., 2004; Jacob & Johnson, 2001). This 
may have introduced the problem of method variance whereby the association 
between variable becomes artificially inflated as measures of these variables comes 
from a single, and possible biased, viewpoint. For example, depressed mothers 
have been found to view children's behaviour as more problematic than controls 
(Fergusson et al., 1993). Future research would benefit from firstly, using multiple 
informants (e.g. children, parents and where appropriate, teachers) to report on 
variables and secondly, using a longitudinal design to temporally separate the 
reporting on variables. The use of child informants does appear to have increased, 
(e.g. Dadds et al., 1999) introducing an additional problem; it becomes difficult to 
distinguish children's reports of actual observed parental behaviour, for example, 
marital conflict, from children's more affective interpretation of parental behaviour. 
This makes the important etiological distinction between objective occurrence of 
aversive parental behaviour and children's appraisal of parental behaviour difficult 
to identify and draw conclusions from.
The inevitable heterogeneity of families has meant that studies have incorporated 
samples of different demographics making universal conclusions regarding
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processes involved in the intergenerational transmission of depression both difficult 
to achieve and misleading. The broad age ranges used in studies often encompass 
several distinct developmental stages (e.g. Elgar et al., 2007, used a sample often to 
fifteen year old children) preventing the identification of more fine-grained, age- 
specific causal pathways and implicitly communicating that psychological difficulties 
can be treated as adevelopmental. The field requires support from longer-term 
longitudinal studies that can elucidate the temporal patterns and transitions 
between different developmental stages of parental depression. In addition, 
universal conclusions have been derived from studies with different criterion for 
parental depression, with some studies not even clearly identifying whether 
symptoms met a clinical threshold or not (e.g. Elgar et ol., 2007). The distinction 
between depressive symptomatology and clinically significant depression warrants 
close consideration. Therefore, a systematic comparison of the mechanisms and 
outcomes the transmission of risk involved should be communicated as one cannot 
assume similar causal mechanisms are involved and any distinction has important 
implications for the targeting and mode of treatment for the two populations.
It is important for future research to be mindful of the prevalent co-morbidity of 
anxiety and depression in parents and to distinguish between the etiological effects 
of each as best as one can (Cummings et al., 2001). The additive effect of the two 
still appears to be empirically neglected despite being of significant clinical 
importance. Additionally, the vast majority of studies appear to have derived 
findings from samples of white, middle-class, intact families which allows for no 
consideration of additional family stressors such as poverty and social exclusion, 
factors that are likely to be more prevalent and causative in the most 'at risk' 
populations. The cultural patterns associated with the ethnicity of families may 
affect expression of marital conflict and children's interpretations and responses to 
familial stress, but this remains largely unexamined.
Finally, the aim of process-oriented research is to ''Describe the specific responses 
and patterns, in the context of specific histories or developmental periods, the 
account, over time, for normal versus diagnostic outcomes'' (Cummings et al., 2001,
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p.99). This intuitively suggests that it would be equally clinically informative to 
address protective factors and examples of child resilience in the intergenerational 
transmission of depression which has been under-researched and should become a 
focus in the future.
Conclusion
A second generation of process-oriented research has examined the 
intergenerational transmission of depression through outlining a family-wide 
model. It suggests that the risk of children developing internalising and externalising 
difficulties when living with a depressed parent is related to the development of 
children's specific patterns of responses (e.g. cognitive, emotional and behavioural) 
to contexts of familial distress, such as parental depression, marital conflict and 
aversive parent-child relations, that may, over time, lay a foundation for the 
development of children's psychological difficulties. The literature does not posit 
that unique processes exist in families with a depressed parent and account for 
children's development of adjustment problems. Instead, it is suggested that the 
same class of processes exist whether a family lives with a depressed parent or not, 
but that the processes are maladaptive in the former. Thus, the family-wide model 
suggests that children's environmental risk factors are potentially changeable, 
especially if detected at an early stage.
Whilst the conceptualisation of the family-wide model may grant us increased 
sophistication by closely corresponding to the naturalistic, heterogeneous family 
settings, one could be concerned that it also risks becoming too complex and 
convoluted to provide useful guidance to clinicians regarding causal factors 
amenable to intervention. Although further research should help to refine and 
explicate the specific patterns and mechanisms presenting children with most risk 
of intergenerational transmission, the current analysis of the family-wide model at 
its broadest level can provide important clinical prompts for clinicians' enquiries 
when working with a depressed family member.
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The author takes the viewpoint that substantially more responsibility should lie with 
Adult Mental Health (AMH) services than it currently does in detecting children 
likely to be at risk of the intergenerational transmission of depression and in 
supporting adults' parenting role by improving their own well-being. When the 
family-wide model of the intergenerational transmission of depression is deemed to 
be applicable to individual client cases, parents will generally experience depression 
prior to their children and thus, will present to services before their children making 
AMH clinicians most proximal to children at risk. Improvements in parents' mental 
health should indirectly reduce children's risk of transmission and prevent the 
development of psychological difficulties by improving the parent's familial 
functioning. Indeed, in correspondence with the interrelated and bidirectional 
nature of pathways within the process-oriented model, one would expect the 
impact of ineffectual parenting to further exacerbate parents' mental health 
difficulties and so the global improvement of parents' functioning should be 
justified as a legitimate therapeutic goal in AMH services.
Through education, efforts could be made for AMH services to remain mindful of 
the wider interpersonal system in which the adult client exists, the impact of 
parental depression on children and the specific factors that increase risk to 
children. The initial assessment of depressed parents could easily and routinely 
incorporate a number of enquiries to determine the level of intergenerational 
transmission risk to children, such as ascertaining the state of marital functioning 
and the quality of the parent-child interactions. When the main factors o f increased 
intergenerational transmission risk are evident, communication between AMH and 
Child and Adolescent Mental Health (CAMHS) services should possess a greater 
degree of consistency and concern, whilst remaining non-blaming towards parents, 
indeed, if AMH services act promptly in providing interventions for depressed 
parents, the indirect effects of improving parental wellbeing will undoubtedly 
impact upon parenting capacity and help parents to optimise their children's rearing 
environment and thus mitigate some of their children's environmentally mediated 
risks.
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The recent recommendation of offering couples therapy within the NICE Guidelines 
for Adult Depression (National Institute of Health and Clinical Excellence, 2009) may 
additionally provide an indirect positive intervention and should therefore possibly 
be prioritised for parents. Interestingly, whilst a large body of research would be 
supportive of couple counselling being implemented in the NICE Guidelines for Child 
Difficulties, this would undoubtedly be considered 'a step too far' as many lay 
people and possibly clinicians will not currently appreciate the substantial 
etiological role of marital discord in children's development of psychological 
difficulties.
Currently, it appears that the independent AMH and CAMHS family therapy services 
most effectively bridge the gap between the services, despite always regarding an 
individual family member (i.e. either a parent or child) as the identified client. 
Whilst it would ultimately be desirable to develop a co-ordinated family service, 
akin to that in Australia, a more pragmatic initial step could be to improve the joint 
working of AMH and CAMHS family therapists in order to address parental and child 
distress and the bidirectional and perpetuating effect of both. Frustratingly, despite 
the current emphasis on promoting child well-being early on and intervening with 
high risk groups (Department of Health, 2009), no means for intervention is 
available until children present to services with clinical levels of difficulties given the 
reactive stance of current services.
Fundamental changes are required at an organisational level in order to implement 
the aim of recent policies, which is to develop services that look at the whole family 
and co-ordinate care (The Social Care Institute for Excellence, 2009) and to develop 
early interventions to prevent and treat psychological difficulties in young people 
(Department of Health, 2009). Initially, a review is required to determine how well 
multi-agency services currently meet the full spectrum of families' needs and then 
subsequently family-focused outcome measures should be developed in order to 
successfully monitor and evaluate the implementation of new policies and clinical 
practices.
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Introduction
Clinical psychology has traditionally taken an individualistic approach to reducing 
psychological distress in individuals. However, more recently calls have been made 
for the profession to adopt a holistic, systems-wide approach to address issues such 
as social exclusion, that impact upon the wellbeing of individuals. Clinical 
psychologists possess specific skills and knowledge that place them as an ideal 
profession to address social exclusion (BPS, 2008). The current paper will examine 
how clinical psychologists can utilise the community psychology approach to 
address stigma and discrimination that lead to social exclusion. The paper will focus 
upon the clinical psychology role in addressing social exclusion in the population 
deemed as having a 'learning disability.' 1^ have chosen this focus because despite 
the UK's recent history of reforms promoting the social inclusion and equality of 
people with learning disabilities^ (PWLD), this population remains a significantly 
marginalised and socially excluded group (Redley, 2009). In addition, my own 
clinical experience has demonstrated to me that the psychological distress that the 
client group present with is often, at least partly, perpetuated and maintained by 
issues of social exclusion and inequality. Whilst worthy efforts are being made to 
counteract PWLD experiences using an individualistic approach, to me it seems 
intuitive that a broader social perspective would be appropriate.
I will address this topic by initially exploring the concepts of social exclusion and 
learning disability and then the impact social exclusion has on these individuals. I 
will continue to examine the ways in which clinical psychology currently addresses 
issues of social exclusion with PWLD and how the profession could benefit from 
more routinely adopting a community psychology approach. I will then 
acknowledge the challenges the profession may face in trying to work within this 
approach.
 ^ In order to facilitate a reflective stance throughout this paper, I have chosen to use the first person.
 ^ I have chosen to use to term ‘people with learning disabilities’ when referring to the population o f  
interest in this paper because within the NHS context, it is the term commonly chosen to refer to the 
population. Furthermore I am unaware o f service-users preference to be referred to using an 
alternative term.
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Defining sociai exclusion
Social exclusion has been defined as the multifaceted process by which individuals 
or groups are 'shut out, fully or partially, from any of the social, economic, political 
or cultural systems which determine the social integration of a person in society' 
(Walker & Walker, 1997, p.8). The causes of social exclusion have been widely 
identified as discrimination and prejudice, lack of education and employment 
opportunity and the systems and structures (within, e.g. housing and healthcare 
services) that permit the marginalisation of the needs and interests of the least 
powerful people in society (Hall, 2010).
Despite the concept of social exclusion gaining significant governmental and 
academic attention, it has not evaded criticism. Levitas (1998) claimed that the term 
falsely assumes that two groups (i.e. 'the included' and 'the excluded') exist within 
society. This led to concern that individuals on the margins of these dichotomous 
groups would be overlooked and dismisses the possibility of individuals moving 
between the groups over time and due to circumstance. Furthermore, the initially 
multifaceted nature of the concept has frequently become replaced with a 'singular 
concern' with economic inactivity (Sibley, 1998). This shifts the focus onto the 
individuals' deficits and moral obligation to gain paid employment and to do 
whatever possible to become 'included.'
Notably, when reviewing the extensive social exclusion literature, I became struck 
by its minimal linkage to PWLD in comparison to other domains of relative social 
disadvantage (such as ethnic minorities and mental health difficulties). For example. 
The Psychologist (2010) published a special edition on Social Exclusion but 
neglected to reference PWLD throughout. This led me to wonder whether PWLD 
even experience a degree of marginalisation within the academic and professional 
communities which are intended to raise their profile.
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What is a 'Learning Disabiiity?'
People with learning disabilities constitute a highly heterogeneous group. However, 
the classification of a learning disability (LD), using a number of features, has gained 
widespread acceptance in the UK and across various professional groups (BPS, 
2000). Three core features are deemed as indicative of a learning disability 
diagnosis; a significant impairment in intellectual functioning, significant 
impairment of adaptive or social functioning and an age of onset before adulthood 
(BPS, 2000). It is necessary for all three features to be present in order for a 
diagnosis to be considered. The classification of a learning disability relies heavily 
upon the assessment of intellectual ability using psychometric assessments (such as 
the Wechsler Assessment of Intelligence Scale -  Third Edition; Wechsler, 1999) 
which is led by clinical psychologists. The practice of IQ testing is based on the 
concept of normal distribution whereby an overall performance of more than two 
standard deviations below the general population mean fulfils the first of the core 
diagnostic features. In order for a diagnosis to be considered, individuals should 
achieve a global IQ score of 70 or less. Relatively arbitrary distinctions are made 
between mild, moderate, severe and profound levels of disability based on global IQ 
scores (Carr et al., 2007). However, this positivistic perspective of the diagnosis and 
classification of a learning disability widely dominates the NHS services.
Critique of the 'Learning Disabiiity' iabei
The term 'learning disability' is essentially socially constructed; embedded and 
influenced by the historical, cultural and political context of society. Thus, the 
meanings and related measurement of the term and the individuals categorised as 
having a learning disability vary in time and culture (Hatton, 1998). Several 
constructions of learning disabilities which conflict with the dominant positivist 
perspective have been noted within the literature. Most notably, a sociological 
perspective suggests that powerful groups have identified and excluded those less 
powerful who are considered as 'different' and 'deviant' and provided these groups
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with inadequate resources out of the view of mainstream society (Clements, 1998). 
The negative attitudes and expectations expressed by the dominant groups can lead 
to the individuals in the 'deviant' group adopting the stigmatised identity 
themselves, further maintaining the inequalities. A related example may be that 
diagnoses are rarely requested by the persons themselves (Beart et al., 2005) but 
given by more powerful groups such as medical professionals and clinical 
psychologists. Whilst diagnosis provides a means of accessing specialist services, 
such as Community Teams for People with Learning Disabilities (CTPLD) and day 
care services, by their nature these services are segregated. Given the brevity of this 
paper, it is not possible to outline the other constructions yet this critical 
psychology view is widely supported by the author of this paper and corresponds 
with the community psychology approach.
The history of the 'Learning Disability' label
As the LD identity is socially constructed, conceptualisations, attitudes and 
responses to PWLD have developed during changes in historical and political 
context. In order to consider the experience of stigma and discrimination that have 
resulted in social exclusion today, the history of the label should be briefly outlined. 
The industrial revolution in the 19^  ^ century marked an era of significant social 
change with working practices shifting from manual labour to machinery based 
manufacturing and rapid urbanisation. Caine et al., (1998) argues that during this 
time, people who experienced difficulties managing the new work demands 
became more conspicuous and were conceptualised as a 'social problem.' In 
response to this came an increase in long-stay institutionalised care and therefore, 
PWLD became regarded as 'patients' and were first segregated from mainstream 
society.
The first Government paper regarding the welfare reform of PWLD (Department of 
Health and Social Security, 1971) proposed an increase in community based care for 
PWLD with the aim of increasing social integration. This change was largely inspired 
by the normalisation movement championed by Wolfensberger (1972) which aimed 
to facilitate the adaptation of valued social roles by PWLD in order to enhance their
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social opportunities and quality of life. Both society's and the 'powerful' group's role 
in deskilling and devaluing PWLD became recognised and it was proposed that 
through the provision of supportive environments, PWLD should be encouraged to 
develop new skills (Race et al., 2005). In recent years the Government has 
recognised that despite such efforts, public services have failed to make progress in 
overcoming social exclusion for PWLD. Thus, in the last decade, two Government 
White Papers, Valuing People (DoH, 2001) and Valuing People Now (DoH, 2009) 
were published, outlining how the public services will facilitate PWLD to live full and 
independent lives as part of their local communities. The reports are based on the 
recognition of their rights as citizens to independence, choice and inclusion.
Inevitably, 'normalisation' has faced difficulties; living within communities does not 
automatically facilitate participation and indeed, strained participation can threaten 
rather than bolster self-esteem (Abraham et al., 2002). However, encouragingly, 
ideas from the social model continue to underpin current UK policy and initiate 
attempts to address social inequalities at a wider, social level. This approach
appears still to be largely overlooked in the local provision of services for PWLD 
(Race et al., 2005) in favour of the dominant individual model of disability. Rather 
than positioning the individual as the cause and source of inadequacy and disability, 
the social model argues that disability is caused and perpetuated by political, 
economic and cultural structures, which people with 'impairments' encounter on a 
daily basis.
Living with a 'Learning Disability' label
Negative evaluations of PWLD still thrive in society (Craig et al., 2002). Terms 
previously used to refer to PWLD have almost without exception become terms of 
insult (Craig et al., 2002), signifying the stigma attached to having a learning 
disabled identity. Furthermore social evaluations relate to moral and social traits as 
well as ability level. Much research has demonstrated that people given an 'LD' label 
are often acutely aware of these negative evaluations and indeed, share them
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(Craig et al., 2002). Despite PWLD coming from diverse backgrounds and possessing 
many other social identities (e.g. cultural, ethnic and gender), their identity as 
'people with learning disabilities' receive the most attention.
Despite the relative paucity of research addressing the subjective experience of 
having an LD label, the available research claims that PWLD often report 
experiencing stigmatisation on a daily basis (e.g. Beart et al., 2005). Furthermore, 
PWLD have articulated how discrimination creates social barriers to their desired 
opportunities. Hazel (2008) interviewed PWLD who wished to attend higher 
education but whose difficulties became routinely exaggerated and strengths 
minimised, making it difficult to negotiate a suitable educational provision.
Social inequality and exclusion present as significant risk factors for the 
development of mental health issues (Miller & McClellan, 2006), in individuals, 
including PWLD. Paradoxically, PWLD are less likely to access healthcare services 
and receive appropriate support that can begin to address their experience of social 
exclusion and resultant distress (Gulley, 2010). Dagnan and Waring (2004) 
developed the social-cognitive model that attempts to delineate the relationship 
between discrimination, social exclusion and psychological distress in PWLD. 
According to the model, social processes such as negative evaluation and restrictive 
social structures reduce individuals' opportunities to develop social networks and 
lead to the experience of more negative life events. Through the process of social 
comparison, these individuals subsequently develop negative core beliefs about 
themselves which make them vulnerable to psychological distress.
Whilst the significant absence of a 'PWLD voice' within the literature may be partly 
due to communication difficulties and the challenge of research consent 
procedures, it may also demonstrate the tendency for academia to marginalise and 
infantilise these individuals and conduct research without making efforts to involve 
and consult them. However, in recent years, the self-advocacy movement has 
provided a platform for PWLD to stand up for their rights, develop autonomy and 
make decisions about their lives (Walmsley & Downer, 1997). Individuals with 
learning disabilities are best placed in identifying the barriers they experience to
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social inclusion and are beginning to articulate ways of reducing them through 
advocacy and research. Encouragingly, many of their proposals are comparable with 
current government practice (Abbott & McConkey, 2006) and their increased 
involvement also promotes understanding of how, with advocacy support, PWLD 
can contribute to the planning of local services to further tackle social exclusion. 
Perhaps most prominently, their voice and concerns are being advocated and 
placed firmly on the national policy agenda through the Valuing People (DoH, 2001) 
paper where the core aim is to facilitate PWLD in leading full and productive lives as 
valued members of local communities.
The current role of Clinical Psychologists
It could be argued that rather than challenging the origins of socially exclusive 
practice, the traditional role of clinical psychology has perpetuated such practices 
for PWLD. Clinical psychologists' central role in the development and use of 
intellectual assessment tools could be viewed as an example of this. Furthermore, 
clinical psychology approaches continue to emphasise individual rather than social 
approaches in working with PWLD, thus colluding with the view that difficulties and 
inadequacies are located within the individual. Whilst the individualistic approach 
can arguably be viewed as ineffective in tackling the wider social origins of social 
exclusion, some of the current and routine clinical psychology practices may equip 
PWLD in beginning to address their experience of social exclusion.
Formulation, a defining feature of the profession, can lead to the collaborative 
development of an individualised explanation for personal distress, encompassing 
the contributions of wider social factors. In addition, formulation-based approaches 
can provide an opportunity to emphasise and reinforce the alternative and more 
positive identities that PWLD possess. This enables people who have experienced 
considerable adversity to move beyond a 'victim' position to one of genuine re­
conceptualisation where difference is valued and strengths and resources are 
emphasised. Miller and McClelland (2006) outlined a social inequalities approach to
33
formulation which enables clinical psychologists to acknowledge the socio-political 
context, the operation of power within this and the interaction between the social 
structure and individual agency in relation to an individual's psychological 
difficulties. Furthermore, formulation helps with the prioritisation of addressing 
particular difficulties with suitable interventions.
I have observed clinical psychologists' greater use of Narrative therapy (NT) 
approaches within services for PWLD, in part due to its strength in addressing 
dominant and discriminative social narratives such as those that exist around LD 
identities. NT responds to the main critique of Western Clinical Psychology; that it is 
individualistic and ignores the importance of cultural and historical contexts. Harper 
and Spellman (2002, p.101) explain that 'Essentially NT sees problems in living as 
occurring when stories people have available about themselves do not accord with 
their lived experience.' This approach is used to address adaptation to disability and 
recovery as it concentrates on the self-image and service-users' perspective of how 
they came to be who they are. By reducing clients' tendency to self-stigmatise 
through developing stories of strength and courage, individuals may feel better 
personally equipped in engaging in the limited but present opportunities to 
integrate into their local community. Thus, indirectly, empowering PWLD to 
increase community participation may begin to address the wider origins of social 
exclusion by increasing opportunities of social contact.
Whilst these approaches may be effectual in promoting social inclusion by 
empowering the individual to participate in socially inclusive activities, they do not 
extend beyond the consulting room and influence local communities' negative 
responses to PWLD. Clinical psychologists must begin to utilise their unique skill-set 
(for example; critical-reflective practice, leadership competencies and skills in 
research) in order to facilitate social inclusion at a broader level by building bridges 
between marginalised individuals and key stakeholders. The paper will proceed to 
outline how a community psychology approach could facilitate clinical psychologists 
in working towards this goal.
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The Community Psychology Approach
The community psychology approach addresses the individualistic bias common to 
clinical psychology by considering the wider social settings and systems of which 
people are part and influenced by (Orford, 1993). The approach claims that 
individualistic interventions may unwittingly help to maintain the status quo, rather 
than bringing change into force, by appearing to blame the individual, who might 
more appropriately be seen as the 'victim' of forces operating at a higher level. The 
approach postulates that human problems are born in a social context and 
therefore one can find cultural tools for their solution (Amerio, 2004). Problems are 
faced simultaneously on several levels since individuals and their social settings 
constitute an indivisible whole, mutually influencing one and the other at multiple 
social levels (Marsella, 1984).
The central 'person-in-context' principle within this approach allows psychologists 
to develop broader formulations and interventions both within and between a 
range of social settings, such as between home and the workplace, within 
neighbourhoods, local communities or even broader social structures (Orford, 
1993). Importantly, the approach does recognise individual distress but develops 
responses through social action. The overarching aim of a community psychology 
approach is to 'work with groups and communities to enable the growth of capacity 
within the community to deal with peoples' adverse circumstances, help it to bring 
to the fore previously hidden resources of self-efficacy and personal development ' 
(Orford, 1993, p.4). In contrast to the 'expert' role that clinical psychologists 
traditionally adopt, within the community psychology approach, psychologists can 
be understood as 'resource collaborators' through instigating consultation, action 
research, community development and planning. In addition, clients are able to 
adopt a more active role with a focus on conveying their voice and making genuine 
choices, forming a truly collaborative approach (Prilleltensky & Nelson, 1997).
The approach was influenced by many psychological ideas, most notably 
Bronfenbrenner's (1979) Ecological Systems theory. Bronfenbrenner's theory, 
relating to human development, helps to conceptualise the multiple systems that
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influence individuals. This theory helps clinical psychologists to consider what is 
happening within, across and between levels of systems, ranging from micro-level 
(e.g. the family) to macro-level (e.g. social stratification of disability and race). 
Furthermore, the theory offers psychologists some clarity in understanding the 
complexity of social settings and structures within which people exist.
Currently within the UK, community psychology possesses minimal presence 
despite its great potential to contribute towards the understanding and 
management of social exclusion and marginalisation which is a central experience 
of PWLD. One reason that we may feel more comfortable adhering to the 
individualistic approach relates to the difficulties that exist in conceptualising, 
assessing and modifying the processes and transactions of the varied systems in 
which people exist (Orford, 1993). Furthermore, there is little agreement on what 
constitutes 'a community'; be it a geographical locality or a psychological sense 
(Orford, 1993). Arguably, for the experience of PWLD, the psychological sense of 
community is more pertinent because individuals may physically be members of a 
community but feel a lack of connectedness (Abraham et al., 2002).
Working within the Community Psychoiogy Approach
As previously mentioned, formulation based approaches are able to utilise social 
inequality perspectives which value individuals' differences, resources and strengths 
within the context of wider power differentials. By conceptualising individuals' 
'presenting problems' within a broader socio-political context, clinical psychologists 
will be able to explore and prioritise intervention strategies that can impact across 
multiple levels of systems. From my own discussions with, and observations of, 
clinical psychologists working with PWLD, it appears that whilst issues of social 
inequality are becoming more commonly represented within client formulation, 
knowledge and provision of corresponding, social interventions appear to be 
lagging behind somewhat. Within this section I will explore ways in which clinical
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psychologists could more routinely adopt the community psychology approach in 
working with PWLD to address social exclusion.
Intervention Strategies
There appears to be a relative dearth in literature relating specifically to community 
psychology intervention strategies aimed at increasing social inclusion in PWLD. 
However, Kagan and Burton (2005) provided a summary of three such intervention 
strategies. Firstly, they suggested that promoting conversations between individuals 
with shared experiences could produce the possibility of wider change by 
developing a strong shared group understanding. It would be advantageous for the 
development and process of such a group to be facilitated by a clinical psychologist 
in order to validate and aid the assimilation of emerging themes and stories by all 
group members. Whilst arguably such a group could be facilitated by a non­
psychologist, the merit of involving psychological knowledge to, for example, 
harness a climate of mutual support, resolve conflicts and aid individuals' 
communication should be recognised (Francescato & Zani, 2010).
Following the development o f a 'group understanding', Kagan and Burton (2005) 
recommended building new forms of 'social relations' in order to establish stronger 
links with the relevant community. For example, groups with a common shared 
agenda, such as self advocacy groups, often establish links with the broader civil 
rights movements. They noted that such groups encourage both people with and 
without an LD label to become involved on a local level, such as residents' 
associations. It is widely recognised that increased social contact with marginalised 
and less powerful groups encourages more positive attitudes towards them (e.g. 
Abbott & McConkey, 2006). Therefore, affording greater opportunities for social 
contact within local communities when PWLD are able to adopt relatively more 
powerful and active roles could be hugely beneficial.
Finally, these local action groups would benefit from forming alliances with wider 
social systems (Kagan & Burton, 2005) such as politicians, professionals, academics
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and non-governmental organisations in order to widely disseminate their aims and 
values and gain more powerful support. Such projects should strive to achieve long­
term and sustainable structures in order to keep the agenda for social inclusion 
prominent. Clearly additional gains on an individual basis would be evident also. For 
example, Parr (2008) observed that involvement in projects with a shared vision not 
only provided isolated individuals with a sense of friendship and communal support 
but also a strengthened self-identity and sense of social normality.
An emerging area of interest to the social inclusion cause is the recent collaboration 
between positive psychology and community psychology which is concerned with 
encouraging social context issues that promote community wellbeing, such as 
community autonomy, empowerment and social connectedness (Schueller, 2009). 
This approach suggests that clinical psychologists should develop and facilitate 
community groups with the common aim of promoting 'community wellness.' Such 
a group would encourage community members, including PWLD, to actively 
cultivate skills and strengths necessary for the community to flourish and function. 
Allowing communities to define their own agendas promotes a sense of 
competence and connectedness, whilst focusing on their existing strengths 
promotes lasting motivation to develop into an adaptive and supportive 
community. This proposed intervention can be related to the social inclusion of 
PWLD due to its emphasis on promoting social connectedness, a major determinant 
of social inclusion.
The wider dissemination of psychoiogicai knowiedge
The dissemination of psychological knowledge is deemed as essential within the 
community psychology approach (Orford, 1993) and despite being a sensitive issue 
within the wider profession, psychological consultation and training also features 
highly within the New Ways o f Working fo r  Applied Psychologists (BPS, 2007) 
guidance. Many NHS professions have interactions with PWLD which could be 
deemed as largely psychological in nature (e.g. General Practitioners), yet possess
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little psychological knowledge (Orford, 1993). Non-healthcare professions, who 
interact and support PWLD on a more regular basis, are likely to have received even 
less psychological training. Thus, it is imperative that clinical psychologists help to 
improve the level of psychological understanding of the whole, multi-level 
workforce that serves PWLD. By equipping multiple NHS and non-NHS professions 
(e.g. police officers and teachers) with psychological understanding of the origin of 
stigma and discrimination around the 'LD' label and the difficulties PWLD 
experience integrating within 'mainstream' society, deeply held attitudes and 
beliefs leading to inequality can begin to be challenged at a 'grassroots' level. 
Additionally, these educational interventions will begin to challenge the dominant 
biomedical framework which likely informs any professions' limited previously 
existing knowledge of PWLD and their experiences.
It is imperative that clinical psychologists work in partnership with PWLD in 
imparting such knowledge in order for a service-user perspective to feature highly 
within resultant discourse and for stakeholders to have personal contact with 
PWLD. Indeed, within the context of mental health stigma. Pinfold et al. (2005) 
concluded that service-use accounts and personal contact provided a key active 
ingredient in anti-stigma programmes.
Whilst this work does not necessarily require input from the clinical psychology 
profession, many of the core principles of educational programmes compliment the 
skill-set of clinical psychologists and the British Psychological Society's wider vision 
for the progression of the profession. For example, a collaborative approach should 
be implemented whereby service-users are consulted from the design to the 
evaluation of the programme; the programme should be designed in a way that 
facilitates monitoring and evaluation and alongside raising awareness to the impact 
of a LD label, the programme should encourage behavioural change.
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The conduction of research
Within the healthcare context, clinical psychologists are arguably best qualified in 
the conduction of research. Psychological research is required to aid further 
evaluation of intervention methodologies in order to develop effective practices 
which are also more respectful of the decision-making capacities of PWLD. 
Furthermore, research is required to continually challenge existing theoretical ideas 
and to define key concepts. In addition, the generation and proliferation of 
psychological knowledge is required to raise the profile of community psychology in 
order to guide social and political actions and programme funding in the field of 
social exclusion. This may require clinical psychologists to develop innovative 
partnerships with other academic disciplines.
The community psychology approach strongly advocates the implementation of 
action based research (Orford, 1993) which simultaneously advances psychological 
knowledge and instigates positive change to the immediate problematic situation. 
Research from this perspective emphasises the use of participatory methods to 
enable more 'inclusive research' for PWLD. By employing 'expert researchers' the 
process can be sure to meet their identified goals, thus instilling a sense of power 
and control. Furthermore, promotion of service-user led research, should in itself, 
act to challenge negative attitudes and stigma. Therefore arguably, the conduction 
of research can be regarded as an intervention strategy in itself due to providing a 
positive experience for PWLD and challenging existent attitudes within academia 
and wider professions around PWLD being passive recipients of research outcomes.
The approaches outlined highlight the importance of adopting a systems-wide 
approach in order to reduce stigma and discrimination leading to social exclusion. 
By developing formulations based on multiple levels of a system, clinical 
psychologists can play a role in developing strategies that can aid local communities 
in challenging existing social structures in order to promote greater inclusion. 
However, the approaches require the profession to depart from the dominant focus 
on individual distress towards a systems-wide approach. In the final section I will
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consider some of the challenges in implementing a community psychology 
approach in practice.
The challenges of adopting a community psychology approach
One of the primary challenges of working within a community psychology 
framework could be securing and empirically justifying public funding to support 
this radically different way of working. The approach currently possesses 
inadequate empirical support (Schueller, 2009) due to the difficulty in measuring 
system-level change and resultant improvements in the wellbeing of PWLD. Given 
the current NHS ethos focuses on individual distress, empirical research will need to 
present as extremely persuasive in order to encourage the wider adoption of a 
system-level approach.
Furthermore, the scope to undertake interventions within local communities is 
likely to be limited due to the caseload and service development pressures currently 
experienced by multi-disciplinary team members. In order to work competently 
(and therefore ethically), especially during early stages of implementing the 
approach, it is imperative that clinical psychologists receive appropriate supervision. 
The task of finding adequate supervision focusing on these alternative ways of 
working is likely to present as a considerable challenge. As current UK experts 
generally belong in academia, there may be a paucity of expert guidance concerning 
the clinical application.
Working within the approach is likely to produce a number of tensions within the 
clinical psychology profession. Firstly, given that the approach and related theory 
details the social impact of individuals being given an LD label, clinical psychologists 
are likely to experience discomfort regarding their significant role in identifying the 
presence of 'LD' labels. Secondly, the non-traditional approach which emphasises 
non-professional equality of value may be construed by some within the profession 
as threatening its professional standing by under-utilising its specialist therapeutic 
skills. Thirdly, in order to develop in strength and status the approach will require
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innovative partnerships with other academic disciplines and community 
stakeholders (Francescato & Zani, 2010). One of the major challenges of 
encouraging interdisciplinary endeavours and the resulting theoretical and 
methodological overlap is that the approach may begin to lose its purely 
psychological form requiring applied psychology to forthrightly redefine and 
demonstrate its unique contribution to the field.
Conclusion
In recent years issues of stigma and discrimination leading to the social exclusion of 
PWLD has been placed firmly on the Government's agenda. This paper regards the 
community psychology approach as the most appropriate way for clinical 
psychologists to work with local communities in addressing social exclusion, 
through challenging power imbalances, addressing deep-rooted negative attitudes 
and intervening at multiple system levels. In order for clinical psychologists to work 
within this framework and promote its wider adoption by other professions, they 
will have to prove innovative and driven in developing areas of intervention, 
research and consultation. This will present as a considerable challenge as the UK 
currently falls behind other European countries in its acceptance of the approach 
(Francescato & Zani, 2010). However, clinical psychologists' unique skill-set; newly 
defined leadership competencies, extensive skills of research and a critical- 
reflective perspective, places them in prime position to take on this challenge. By 
working in partnership with PWLD, their families and other professions, the 
community psychology agenda can be implemented through multifaceted 
approaches at multiple social levels.
42
References
Abbott, S. & McConkey, R. (2006). The barriers to social inclusion as perceived by 
people with intellectual disabilities. ]ournal o f Intellectual Disabilities, 10{3), 275- 
287.
Abraham, C., Gregory, N., Wolf, L. & Pemberton, R. (2002). Self-esteem, stigma and 
community participation amongst people with learning disabilities living in the 
community. Journal o f Community and Applied Social Psychology, 12, 430-443.
Amerio, P. (2004). Human problems In mass community: A psychology between 
clinics and politics. Torino: Einaudi.
Beart, S., Hardy, G., & Buchan, L. (2005). How people with intellectual disabilities 
view their social identity: A review of the literature. Journal o f Applied Research In 
Intellectual Disabilities, 18, 47-56.
British Psychological Society (2000). Learning disability: Definitions and contexts. 
Leicester: British Psychological Society.
British Psychological Society (2007). New ways o f working fo r applied psychologists 
In health and social care: The end o f the beginning. Summary Report. Leicester: 
British Psychological Society.
British Psychological Society (2008). Socially Inclusive practice: Discussion paper. 
Leicester: British Psychological Society.
Bronfenbrenner, U. (1979). The ecology o f human development: Experiments by 
nature and design. Cambridge, Massachusetts: Harvard University Press.
Caine, A., Hatton, C. & Emerson, E. (1998). Service provision. In E. Emerson, C. 
Hatton, Bromley, J. & Caine, A. (Eds.) Clinical psychology and people with Intellectual 
disabilities (pp.54-75). Chichester: Wiley.
Carr, A., O'Reilly, G., Noonan Walsh, P. & McEvoy, J. (2007). The Handbook o f 
Intellectual Disability and Clinical Psychology Practice. Routledge: London.
43
Clements, J. (1998). Development, cognition and performance. In E. Emerson, C. 
Hatton, Bromley, J. & Caine, A. (Eds.) Clinical Psychology and People with 
Intellectual Disabilities (pp.39 -  53). Chichester: Wiley.
Craig, J., Craig, F., Withers, P., Hatton, C. & Limb, K. (2002). Identity conflict in 
people with intellectual disabilities: What role do service-providers play in 
mediating stigma? Journal o f Applied Research In Intellectual Disabilities, 15, 61-72.
Culley, L. (2010). Exclusion and inclusion: Unequal lives and unequal health. Voumo/ 
o f Research In Nursing, 15(4), 299-301.
Dagnan, D. & Waring, M. (2004). Linking stigma to psychological distress: Testing a 
social cognitive model of the experience of people with intellectual disabilities. 
Clinical Psychology and Psychotherapy, 11(4), 247-254.
Department of Health and Social Security (1971). Better services fo r  the mentally 
handicapped. London: HMSO.
Department of Health (2001). Valuing people: A strategy fo r learning disability 
services In the century. London: Department of Health.
Department for Health (2009). Valuing people now. London: Department of Health.
Francescato, D. & Zani, B. (2010). Community psychology in Europe: More needed, 
less wanted? Journal o f Community and Applied Social Psychology, 20, 445-454.
Hall, E. (2010). Space of social inclusion and belonging for people with intellectual 
disabilities. Journal o f Intellectual Disability Research, 54(1), 48-57.
Harper, D. & Spellman, D. (2002). Under the influence: the story of two clinical 
psychologists' interest in narrative approaches. Clinical Psychology, 17, 8-11.
Hatton, C. (1998). Intellectual disabilities -  epidemiology and causes. In E. Emerson, 
C. Hatton, Bromley, J. & Caine, A. (Eds.) Clinical psychology and people with 
Intellectual disabilities (pp.20-38). Chichester: Wiley.
44
Hayward, M., Holford, E. & Kinderman, P. {2010), Social inclusion: A special issue 
addresses how we can help those who are left behind. The Psychologist, 23(1), 20- 
33.
Hazel, D. (2008). Deconstructing barriers: Perceptions of students labelled with 
learning disabilities in higher education. Journal o f Learning Disabilities, 41(6), 483- 
497.
Kagan, C. & Burton, M. (2005). Community psychological perspectives and work 
with people with learning difficulties. Clinical Psychology, 50, 31-37.
Levitas, R. (1998). The inclusive society: Social inclusion and new labour. Macmillan: 
London.
Marsella, A. (1984). An interactional model of psychopathology. In W. O'Connor and 
B. Lubin (Eds.) Ecological Approaches to Clinical and Community Psychology. New 
York: Wiley.
Miller, J. & McClelland, L. (2006). Social inequalities formulation: Mad, bad and 
dangerous to know. In L. Johnstone and R. Dallos (Eds.) Formulation In psychology 
and psychotherapy: Making sense o f people's problems (pp.126-153). Hove: 
Routledge.
Orford, J. (1993). Community Psychology: Theory and Practice. Chichester: Wiley.
Parr, H. (2008). Mental health and social space. Blackwell, Oxford.
Pinfold, V., Thornicroft, G., Huxley, P. & Farmer, P. (2005). Active ingredients in anti­
stigma programmes in mental health. International Review o f Psychiatry, 17(2), 123- 
131.
Prilleltensky, I. & Nelson, G. (1997). Community psychology: Reclaiming social 
justice. In D. Fox & I. Prilleltensky (Eds.) Critical psychology: An Introduction (pp.166- 
183). London: Sage.
45
Race, D., Boxa 11, K. & Carson, I. (2005). Towards a dialogue for practice: Reconciling 
social role valorisation and the social model of disability. Disability and Society, 
20(5), 507-521.
Redley, M. (2009). Understanding the social exclusion and stalled welfare of citizens 
with learning disabilities. Disability and Science, 24(4), 489-501.
Schueller, S.M. (2009). Promoting wellness: Integrating community and positive 
psychology. Journal o f Community Psychology, 37(7), 922-937.
Sibley, D. (1998). The problematic nature of exclusion. Geoforum, 2 9 ,119-121.
Walker, A. & Walker, C. (Eds.) (1997). Britain divided: the growth o f social exclusion 
In the 1980s and 1990s. London: Child Poverty Action Group.
Walmsley, J. & Downer, J. (1997). Shouting the loudest: Self-advocacy, power and 
diversity. In P. Ramcharan, G. Roberts, G. Grant & J. Borland (Eds.) Empowerment In 
everyday life (pp.35-47). London: Jessica Kingsley.
Wechsler, D. (1999). Wechsler Adult intelligence Scale (3"^  ^ Ed.). London: 
Psychological Corporation.
Wolfensberger, W. (1972). The principle o f normalisation In human services. 
Toronto: National Institute of Mental Retardation.
46
Problem Based Learning Reflective Account 1
'The relationship to change'
March 2010 
Year I
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The first PPD group meeting
Having spoken to current Surrey trainees before starting the course myself, I was 
particularly looking forward to meeting with my PPLD group and embarking on a 
supported and shared journey through clinical training together. In particular, the 
prospect of problem-based learning had appealed to me due to a number of 
assumptions I had formed about the nature of it having previously read Wood's 
(2003) article outlining its process. These were namely, the provision of a relaxed, 
uncompetitive and less structured space in which to learn, a dedicated place to 
develop and refine my reflective skills and the opportunity to gain closer 
professional and hopefully, personal relationships with peers. However, when my 
group first met on the evening of the first day of clinical training and became 
presented with the task "The Relationship to Change," I felt overwhelmed with 
anxiety and the task appeared unfamiliar and daunting. I felt both physically and 
mentally exhausted from a day of acquainting myself with new people, places and 
tasks and the prospect of beginning the first piece of University work so early on 
was extremely intimidating. In addition, I felt a huge pressure to perform in a 
socially desirable way; hoping that some people in my group would eventually 
surpass colleague-status and become friends, I wanted to strike a perfect balance 
between appearing professionally competent and personally likeable. I felt acutely 
aware of every comment I made and how it was received by the group.
Before entering the first PPLD group meeting I had reflected upon the typical role 
and position I historically occupied within professional groups. I concluded that I 
usually remained one of the quieter group members and was reluctant to become 
noticeable, thus leading me to appear on the periphery of group discussions. I 
entered the PPLD group having made the conscious decision to challenge my typical 
role as I expected the group to be a suitable avenue for personal experimentation. 
It was with this in mind that I volunteered to take on the role of scribe within the 
group task, believing that this practical role would immediately make me a more 
integral member of the current task.
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On reflection, I now think that the role of scribe had an antagonistic effect on my 
integration into the group as it minimised my opportunities to make spontaneous 
comments, thoughtful reflections and observations within the group discussion. The 
role became totally absorbing given the constant stream of discussion that needed 
to be recorded and this appeared to create some distance between me and the 
other group members. This appeared distinctively different to the other allocated 
role of chair which fully facilitated the volunteer's involvement within the group.
Taking on the task
During the following sessions, the group became more focused on the task of 
producing a presentation on 'The Relationship to Change' for the course staff and 
our peers to receive. Without any prior discussion about our prospective approach 
to the task, I observed a mutual reliance on the discussion and use of theoretical 
models, such as Lewin's (1947) Three Stages of Change Model, Prochaska and 
DiClemente's (1982) Stages of Change Model and Kotter's (1996) Eight Step Change 
Model. This rather concrete orientation towards the task appeared to stunt our 
reflective discussion and personalisation of the task, leading to what I found to be a 
fairly labourious session. In hindsight, I believe this 'over-theorised' strategy may 
have been a safe and well-practiced response from our residual, theory-laden 
undergraduate psychology problem solving skills to the ambiguity and uncertainty 
of the task.
In addition, I personally remained unassimilated to the group and thus, the prospect 
of raising discussion points more personal and less abstract than theory felt 'unsafe' 
within a group of relative strangers. I anticipate that many of the other group 
members felt similarly unsafe and thus, the over-intellectualising of the task may 
have functioned as a defence mechanism for many of us, creating distance from 
more emotional accounts.
I observed a tremendous shift in the group's productivity, cohesiveness and 
reflective potential within the third session. We became less concerned with finding
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a correct and absolute way to tackle the presentation and gravitated towards a 
more personalised and reflective approach, comparing and contrasting our own 
experiences of change. It was noted and discussed that we correspondingly drew 
upon personal examples of resolved or distant experiences of change, namely the 
shared experience of beginning undergraduate studies. It appeared that 
experiences of discrete change allowed more contained accounts where the 
outcome was known and a more distal, objective perspective had developed. It felt 
too bewildering and overwhelming to draw upon our experiences of change in the 
pursuit of a clinical psychology career as this process of change was felt still to be in 
flux.
It was noted that members of the group had staggeringly different experiences of 
adaptation to undergraduate life and through comparing and contrasting 
experiences we were able to identify some common barriers to functional change. It 
seemed intuitive to use our experiences of undergraduate change to orientate our 
presentation and demonstrate theory, especially given that this experience was 
shared by the entire cohort and course team. In addition, we had been in strong 
agreement that the presentation should balance theory, personal experience and 
reflection in order for it to engage the audience and be an enjoyable task for the 
group to work on.
In hindsight I viewed the third meeting as one of the most enjoyable as we worked 
creatively without a restrictive, theoretical structure, to think what change meant to 
us. The fluidity of the meeting and facilitative, relaxed atmosphere may have been 
partly explained by the absence of our facilitator who, unwittingly made us feel 
evaluated and observed. However, more notably, I began to hypothesise that our 
group members all shared a similarly relaxed work ethic and open-minded attitude 
towards the task. I fe lt that possibly, given we were the only PPLD group to opt-in to 
a particular, imposed, group structure (i.e. the group was held on Monday evenings 
for the first 6 weeks) we may have inadvertently become a self-selected peer group 
with a shared outlook on problem-solving tasks.
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The day of the presentation
The group met up on the morning of the presentation in order to rehearse the 
entire presentation together. Even though the first couple of practices appeared 
slightly disjointed, it was clear to me that as a group, we were the most cohesive we 
had ever been. Every group member appeared to be experiencing some marked 
anxiety about performing the presentation which led to a greater use of humour 
and encouragement than I had noticed before. This intrigued me as my previous 
experience of working in groups experiencing mutual anxiety has been of strain, 
disagreements and members remaining individually-focused. I felt that up until the 
day of the presentation, the task had remained an entirely shared responsibility but 
today our performances would, inevitably, be individually appraised by others. This 
sudden change in my awareness of the task shifting from being collective to 
individualistic filled me with dread as I realised that the group's support could only 
extend so far.
During the presentation I was astonished by my strong sense of pride in and loyalty 
to the group members which had developed over such a short period of time and 
acquaintance. My prior concern that ultimately we would all be alone in our 
performance diminished as I noticed the supportive and warm body language we 
shared towards each other whilst presenting. We appeared to collectively guide the 
course of the presentation with small prompts and impromptu contributions where 
necessary and this served to reduce our anxiety greatly leading to a genuinely 
professional and thoughtful presentation.
Following the presentation there was a short space for questions and comments 
from the audience. I experienced a strong feeling of frustration and even guilt that I 
did not contribute to the group responding within this time. I struggled to generate 
thoughtful responses quick enough and found that another group member had 
been able to answer quicker at each opportunity. That evening, I acknowledged to 
myself that this unsatisfactory ending had elicited the strongest emotion in me out 
of the whole process of the group task. It seemed that my conscious decision to 
become more vocal and take positive risks in discussions had been failed at the last
51
moment in the most public way possible. With more thought I was however able to 
appreciate my perceived failure at the ending of the task was not reflective of my 
performance and approach throughout the task which I had greatly modified to that 
of a more central and vocal group member.
Clinical implications
Whilst much of the theory discussed during the task was deemed clinically relevant,
I have found that an awareness of Prochaska and DiClemente's (1982) Stages of 
Change Model (see figure 1) has impinged on my clinical work in an adult mental 
health placement the most.
PROGRSS M
RELAPSE
Figure 1: Stages of Change Model (Prochaska & DiClemente, 1982)
Whilst previously as a clinician I gained an appreciation of the importance of client's 
readiness to change in order to facilitate a collaborative therapeutic improvement, I 
had naively viewed this in a rather dichotomous way; either a client was not in the 
position to change due to valid psychosocial factors or a client was motivated and 
keen to change.
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I have now learnt to appreciate where clients may be in the cycle of change and 
how to engage and work with them depending on the stage they are in. Shortly 
after discovering this model, I began working therapeutically with a client who 
appeared to visibly progress through these more fine-grained stages of change. 
Initially the client, who presented with alcohol misuse, depression and agoraphobia, 
appeared detached from her difficulties and rationalised her difficulties in a 
defensive manner. During this Pre-contemplation stage, I was able to validate her 
lack of readiness to change but also encourage her exploration and self-evaluation 
of her current situation and behaviour. Shortly after, she became more open about 
discussing possible change in a hypothetical manner; identifying goals, the possible 
pros and cons. For my own aide, I identified her as being within an ambivalent. 
Contemplation stage of change at this time. Within the same session, she appeared 
to enter the Preparation stage of change, gaining motivation to actively engage in 
therapy and alleviate her self-identified difficulties at which point we discussed the 
therapeutic programme and provided some psycho-education. We are planning to 
begin a graded exposure programme when we next meet. Flad I not been aware of 
Prochaska and DiClemente's Stages of Change Model, I believe that I would have 
tried to impose the rationale for a psychological intervention on the client at an 
earlier stage having deemed her in all senses to be 'ready.' Instead, I was able to 
view the client's subtle changes in attitude towards change as a therapeutic 
advancement in themselves and work patiently and collaboratively with the client.
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The PBL task
Within the first few weeks of the new term we were presented with a Problem 
Based Learning (PBL) task oriented around a clinical vignette. The task would 
culminate with a presentation to the year group and course staff regarding how, as 
Clinical Psychologists, we would proceed with the clinical scenario. Whilst the 
guidance we received on the task appeared intentionally and inevitably vague, the 
clinical scenario that we were to consider seemed overwhelmingly detailed and 
complex. Essentially it centred around child protection concerns regarding two 
young children and the question of whether they would be most appropriately 
cared for outside their family on a permanent basis. The children's mother was 
identified as having a 'learning disability' and the father had been aggressive 
towards the mother when inebriated. By all accounts the family also appeared 
socially disadvantaged. The concern for the children related to issues of neglect and 
the witnessing of domestic violence. A large professional network was identified as 
involved in the case; spanning social services, child mental health services and 
learning disabilities services. There was differing opinion within the professional 
network regarding the arrangement that would best serve the children's needs.
My Initial thoughts
In retrospect, I recognise that I initially devalued the task, regarding it as another 
'tick box' exercise at a time in the course when there were many competing 
demands from other seemingly more important tasks. My attitude appeared to 
reflect the wider sentiment of the group as this was at times, openly articulated. As 
a result, we decided to assign relatively little time to the task despite a significant 
proportion of the timetable being allocated to it. However, over the following week 
when I assessed the task individually in more detail I realised its relevance and 
value. I began to regard it as a luxury that we had been assigned such a significant 
proportion of time to collaboratively work through this overwhelmingly complex 
case. The task encompassed issues of risk, discrimination, social inequality and
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multi-disciplinary and agency working; all issues that I will undoubtedly encounter 
in my prospective professional life but when I am not privileged with access to a 
large number of psychology peers and sufficient time to think thoroughly and 
creatively. Therefore, I suddenly began to view the task as a high priority. This was 
partly motivated by fear and anxiety as it impinged upon me that I could encounter 
similarly complex and emotive work as a qualified clinician in less than two years. 
With this thought salient in my mind, I began to engage in the task with renewed 
enthusiasm and appreciation. The security and containment of the group became 
very apparent as I attempted to identify an appropriate starting point in thinking 
around the scenario. Would I first consider issues of parenting and learning 
disabilities, social exclusion and poverty, alcohol misuse and domestic violence or 
the apparently disabling practices of the professional network? I had an acute 
awareness that I wanted to use the task to develop professional and personal 
confidence and competence in working with complex cases.
The task process
In order to progress with the task we felt it essential to assign roles at an early 
stage. Interestingly we used the novel approach of playing 'rock-paper-scissors^' to 
determine who would be the scribe and chair. This approach presented as 
egalitarian due to the selection method being entirely down to chance. In part, the 
use of this game may have reflected our informal approach to the group and the 
fact that many of us are good friends outside of the group. However, it also 
appeared indicative of the mutual reluctance of all group members to put their 
'heads above the parapet' and volunteer for roles that would challenge the 
egalitarian, status quo. Indeed we later discussed this with curiosity and concluded 
that some members would have happily volunteered to take the roles but wished 
not to seem domineering and therefore refrained from making the suggestion.
 ^This is a hand game where the aim is to select a gesture which defeats that of the opponent. The 
game is used as a selection method in a similar way to coin flipping.
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We were unanimous in wishing to organise our thoughts and ideas around a 
systemic perspective. The decision appeared to develop quite organically, based on 
our mutual interest and previous lack of experience in applying a systemic 
perspective to our clinical thinking. In addition, I shared with the group how the 
vignette identified the problem as lying within the parents, disregarding the role of 
the wider family and professional systems. Thus we became concerned not to 
collude with this view and saw the use of systemic thinking as a means of placing 
the parenting difficulties within the wider context of interactions and beliefs within 
the familial and professional network. Furthermore, it seemed clear that there were 
patterns of behaviour directed towards the family that served to further disable the 
family in their parenting duties (e.g. a lacking of accommodating their cognitive 
difficulties) and a systemic approach would help address the beliefs and behavioural 
interactions that underlie the professional services (Dallos & Draper, 2002).
In particular we drew upon two group members' relative expertise within this 
theoretical framework. This was not a conscious decision but occurred due to the 
two individuals becoming inevitably more prominent in the discussions and 
therefore taking on larger roles within the presentation. We seemed to naturally 
seek safety and certainty in their relative expertise. In particular, I found the 
experience of learning from peers invaluable because they related their knowledge 
in a digestible and applied manner using a theoretical level that complemented my 
underlying knowledge. This positive experience led me to reflect on how I convey 
my psychological expertise in multidisciplinary teams. I am mindful of putting my 
professional opinion across in a tentative manner and generally have a natural 
tendency to under-play my relative psychological expertise. This style partly reflects 
my temperament but was also influenced by comments I have heard about 
psychologists portraying themselves as 'precious' and 'pretentious' and therefore 
wanting to counteract this image. Flowever, in the future, where appropriate, I may 
be more willing to develop a more assertive role in conveying my psychological 
knowledge with other professionals in situations similar to the present scenario i.e. 
when people may feel overwhelmed and lost within the complex and emotive 
situation.
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We decided to portray our systemic thinking during the presentation through role 
playing an initial systemic therapy session. This would allow our presentation to 
reflect the process of our thinking as well as the content. It also allowed the key 
family and professional members to maintain a presence during the presentation 
which helped us to remain focussed on the individuals within the system rather 
distance ourselves from the individuals by over theorising. Furthermore, many 
members of our group welcomed the opportunity to observe and develop a 
reflecting team as it was our first experience of implementing this intriguing 
therapeutic arrangement. I also shared with the group how transparently 
discussing our thoughts with the whole system through the means of a reflecting 
team allowed us to remain sensitive to the differing system's beliefs, select 
empowering language and collaboratively construct a new and less blaming view of 
the problem.
Personal and Professional Development
Throughout the task, I was struck by the social inequalities that the parents were 
subjected to and the apparent hierarchies of power that limited and constrained 
their abilities to parent and be viewed favourably. For example, I found it hugely 
frustrating that the parents' difficulty in engaging with a parenting programme was 
viewed as additional evidence of their inability and lack of effort to parent. Instead, 
I viewed their irregular disengagement as possible evidence of the practical and 
cognitive difficulties in attending and benefiting from the programme. I shared this 
and other similar examples of the apparent professional reluctance to compensate 
for their intellectual and social with the group as well as the discomfort it elicited in 
me. This led us to consider the professional discourses that may have legitimised 
these exclusive and unhelpful practices. I wondered how as clinical psychologists we 
might negotiate the discourses around the parents being "inadequate" and 
tentatively outline the apparent disabling practices with the professional network. 
Whilst I fe lt excited about how clinical psychology could become an agent of change
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in the production and maintenance of these discourses, I also got a sense of how 
prevalent such experiences may be within wider health and social care professions.
I believe that bringing up the issues of social inequality truly made the group reflect 
on the often hidden discourses that we may sometimes inadvertently collude with. 
The task elicited such discomfort in me in this respect that I have since been very 
conscious of keeping in mind a critical, social inequalities perspective in my clinical 
work and voicing it within multidisciplinary team meetings where appropriate. I 
have also taken time to read about the perspective (e.g. Miller & McClelland, 2009). 
I believe that this significant and long lasting shift in my awareness of social 
equalities was strongly facilitated by the strong emotional response initially elicited 
by the task, which is something I have not experienced so explicitly before. Indeed, 
many of the other group members have commented on how thought provoking our 
conversation was, and how it has had a long standing impact upon their clinical 
practice also.
I also found the experience of developing a reflective team and considering the 
script for the role play particularly illuminating. Despite always holding an interest in 
systemic therapy, this role play was the closest I have got to being an active 
member of a therapy session. I can appreciate how tremendously powerful it must 
be for families to have new beliefs and alternative stories shared with them. 
Furthermore, given my growing concern about families, similar to that presented in 
the vignette, experiencing services and their actions as 'imposed' upon them, the 
reflecting team made the intervention collaborative and entirely transparent. We 
scripted the reflecting therapists to disagree about certain points. I anticipated that 
I would find observing articulated disagreement uncomfortable and uncontaining 
but instead I felt that it allowed everyone to hold opposing views and facilitated a 
move towards a shared view.
Having found this experience so powerful, I considered possible opportunities to 
adopt a reflecting team within my clinical work and realised that its utility is not 
restricted to systemic therapy sessions. At a subsequent group supervision whereby 
I was tasked with presenting a case, I requested that the supervisors and
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supervisees adopt this approach in considering my client. I found that it facilitated 
the discussion of multiple perspectives of my client's problem and provided 
feedback on my existent work in a less threatening and fully contextualised manner. 
The experience of 'being talked about' was intriguing and allowed me to remain at 
the meta-level of my own process with my client, which seemed to add a unique 
depth and honesty to the supervision. It also allowed me to consider how service- 
users would experience being recipients of this practice. It is acknowledged that 
adopting this format in group supervision is valuable since it alters the traditional 
hierarchy as the supervisor takes a lateral position (Prest et al., 1990) offering 
perspectives in the same way as other members. I now wonder whether this group 
supervision format would be appropriately challenging and enriching in a number of 
situations; particularly given the increasing need for effective and cost-efficient 
therapy which is adequately supervised. I will consider using this format in my 
future supervision and consultation roles.
The development of the group
When I recall that the first anxiety filled meeting comprised of eight disparate 
trainees, I realise that the group has progressed significantly. The group has become 
a safe environment in which to discuss clinical concerns, grapple with new ideas and 
work collaboratively on a shared aim such as the latest PBL task. I have drawn a 
significant amount of knowledge and security from the group over the 18 months of 
its existence. It has promoted a real sense of containment, allowing me to 
confidently explore and experiment with clinical ideas and practice, safe in the 
knowledge that I have a consistent forum in which to discuss outcomes and worries. 
This has directly improved my clinical confidence and client work.
Initially the group appeared reluctant to accept responsibility for its development 
and utility which I believe was largely due to our confusion around the role of the 
rather novel experience. However, over time the group has developed 
cohesiveness, a distinctive role and clear expectations. Most of this development
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and change seemed to occur within the first twelve months of the course. It seems 
logical that the rate of progress would be greatest initially and I wonder whether we 
have now reached a stable equilibrium where continued change is less natural and 
adaptive. Until recently we acknowledged a mutual difficulty in promoting debate 
and tolerating differences in opinion. As a group with a strong investment in an 
identity centred on equality and a laid back approach, we were motivated to self- 
verify; i.e. maintain existing views of the group in order to preserve predictability 
and safety. However, we have made a conscious effort to address this and use the 
group as a forum to practice negotiating debate in an accommodating and 
validating manner. I was particularly aware of our greater acceptance of debate 
during the negotiation of the current PBL task which is encouraging.
It seems evident that the group continues to strive in promoting equality and the 
egalitarian and laid back approach that has always characterised the group. We 
predominantly comment upon this in a positive manner; we share responsibility 
and workload fairly, do not experience difficulties associated with having a 
dominant group member and share similar expectations and levels of engagement 
within the group. However, during this PBL task and particularly the 
aforementioned method of role assignment during it, I first began to wonder 
whether our strong investment in this approach could become maladaptive. The 
reticence to adopt directive roles of chair may have in part reflected a fear in 
wanting to get more out of the group than others, and therefore departing from the 
group's identity. My instinct is that this salient group identity will prevent us from 
developing further as a group. Therefore, I will task myself with addressing this 
concern with the rest of the group within a forthcoming meeting armed with the 
encouraging knowledge that when we have collectively addressed group issues in 
the past, we have been able to work collaboratively to overcome them
62
References
Dallos, R. & Darper, R. (2002). An Introduction to Family Therapy: Systemic theory 
and practice. Buckingham: Open University Press.
Miller, J. & McClelland, L. (2009). Social inequalities formulation: Mad, bad and 
dangerous to know. In Johnstone, L. & Dallos, R. (Eds.) Formulation in Psychology 
and Psychotherapy: Making sense o f people's problems. (ppl26-153). London: 
Routledge.
Prest, L.A., Darden, E.G. & Keller, J.F. (1990). "The fly on the wall" reflecting team 
supervision. Journal o f Marital and Family Therapy, 16(3), 265-273.
63
Personal and Professional Learning Discussion Group (PPLDG) Process Account I
Summary
March 2011 
Year I
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My initial feelings towards the PPLD group were anxiety, bewilderment and 
excitement in equal measure. I set out to develop from my typical quite position 
within groups to become a more vocal and central member. I presently discuss this 
process and my ability to become content with my natural progression towards a 
quieter group observer and facilitator. In turn, I discuss three key experiences from 
over the first year of the PPLD group. The Relationship to Change presentation 
provided a welcome initial goal-focussed task to help develop group cohesion. Case 
discussions continue to provide a valuable space to learn from and support each 
other in our clinical work. Finally, the cultural genograms provided the opportunity to 
develop cultural sensitivity. In particular, the appreciation of multiple and covert 
areas of diversity. Lastly the group's development is discussed; recognising the 
cohesion and sense of security that has developed but also a need for the group to 
become more open to debate and healthy disagreements.
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Personal and Professional Learning Discussion Group (PPLDG) Process Account II
Summary
July 2011 
Year II
66
During the second year of training I was keen to continue to develop my role within 
the PPLD group. Within the first year, I had come to acknowledge my role as 
somebody who facilitated conversation through evoking curiosity and debate. 
During this account, I outline three key learning experiences whereby my role was 
central to my peers' wider learning in relation to their clinical practice within the 
NHS. I prompted a discussion about transference and countertransference within 
client work, shared ideas on the role of Clinical Psychologists at the time of 
organisational change and presented my critical social inequalities approach to 
client work and service delivery. I continued to find the group a place to consolidate 
psychological knowledge and develop confidence and competence as a clinician. I 
use two specific learning experiences to exemplify how my peers' knowledge 
furthered my own. I discuss how experimenting with the use of a systemic reflecting 
team during a group exercise led me to consider its wider utility with professional 
supervision groups. I also consider how a discussion about the use of empathy any 
sympathy with client work led me to recognise some of my own therapy blind- 
spots. I conclude the account by considering how the group has developed over the 
last twelve months. In particular, I note factors that may have impeded its much 
wanted transition from a group emphasising professional issues to a group focused 
on personal-reflective issues.
67
Overview of clinical experience
This includes five clinical placements across the three year training in adult mental 
health, learning disabilities, older adult, child and adolescent and specialist.
November 2009 to September 2012 
Years 1 to 3
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Adult mental health placement (November 2009 - September 2010)
Setting: Placement split across an Early Intervention in Psychosis (EIIP) service and a 
Community Mental Health Team.
Clients and Presenting Difficulties: Adults (aged 18-65) with mild, moderate, severe 
and enduring mental health problems. Presenting difficulties included anxiety, 
recurrent depression, OCD, psychosis, social phobia, deliberate self-harm, panic 
disorder, 'personality disorder,' Autistic Spectrum Disorder and health anxiety.
Modes and Types of Work: Direct work with individuals and couples. Joint working 
with other professionals, including community psychiatric nurses and social 
workers.
Model: Predominantly CBT; second and third wave. Also use of DBT and systemic 
principles. Psychometric assessments were completed using a range of assessment 
tools.
Service Delivery Settings: Out-patient, GP surgeries and clients' homes.
Research /  Audit: Service Related Research Project (SRRP) on 'An audit to examine 
whether referrers to the Early Intervention in Psychosis (EIIP) Service are using its 
referral protocol'
Teaching and Training: Presentation to MDT on findings and implications of SRRP; 
teaching sessions to 'Rethink' staff and service-users on Mindfulness techniques.
People w ith learning disabilities placement (October 2010 - April 2011)
Setting: Community Team for People with Learning Disabilities (CTPLD)
Clients and Presenting Difficulties: Adults (aged 18-51) with mild to severe learning 
disabilities presenting with anxiety, depression, PTSD, OCD, issues related to 
capacity and understanding of sexual relationships, bereavement, challenging 
behaviour, relationship difficulties, difficulties associated with autistic spectrum 
disorders and dementia.
Modes and Types of Work: Direct work with individuals and families, indirect work 
with staff and carers. Observations with a specialist ASD assessment clinic and 
consultation from a specialist Challenging Behaviour Service.
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Models: CBT, systemic, narrative, behavioural (including functional analysis), life 
story work and biopsychosocial model. Psychometric assessments were completed 
using a range of assessment tools.
Teaching /  Training: Training to staff in a residential home on functional analysis.
Older adults placement (April 2010- September 2011)
Setting: Community Mental Health Team for Older People and Inpatient Functional 
and Organic wards.
Clients and Presenting Difficulties: Adults aged 65-85 presenting with depression, 
anxiety, chronic pain, substance misuse, difficulties associated with physical health 
problems such as Chronic Obstructive Pulmonary Disease (COPD), issues regarding 
sexuality, cognitive impairment, relationship difficulties and issues arising from 
bereavement and loss.
Modes and Types of Work: Direct work with individuals, couples and 
families. Development and running of a consultation group for inpatient nursing 
staff. Co-facilitating sessions of the Memory group. Psychometric assessments 
were completed using a range of assessment tools.
Model: Systemic, Narrative, CBT and neuro-rehabilitation.
Teaching/Training: Teaching to MDT about 'Considering Attachment Theory in 
relation to Dementia Care'
Combined children and families and advanced competencies placement
(November 2011 - September 2012)
Setting: Tier 2 and 3 multi-disciplinary Child and Adolescent Mental Health Service.
Clients and Presenting Difficulties: Children and young people (aged 4-18) 
presenting with anxiety, low mood, panic disorder, selective mutism, OCD, PTSD, 
adjustment to physical health difficulties, first episode psychosis, eating difficulties, 
school refusal, behavioural difficulties, ADHD, ASD and enuresis.
Modes and Types of Work: Direct work with children, young people and families, 
and indirect work with parents and teachers. Reflective member of family therapy
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team. Joint working with psychiatry, social work and nursing professionals. 
Consultation work with Children's Centre staff. Involvement with ASD assessment 
clinic. Development and running of Anxiety Management group for 8-11 year olds.
Model: Integrative (using CBT, behavioural, narrative, psychodynamic and systemic 
ideas). Psychometric assessments were completed using a range of assessment 
tools.
Training/Teaching: Teaching to school on selective mutism. Presenting the Anxiety 
Management Group programme developed with a narrative therapy approach to 
Trust-wide psychologists.
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Adult Mental Health Case Report I Summary
'A cognitive behavioural intervention fo r a middle-aged women presenting with
panic disorder with agoraphobia/
May 2010 
Year I
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A cognitive behavioural Intervention for a middle-aged women presenting with 
panic disorder with agoraphobia
Sue Thomas was a woman in her forties who presented to a CMHT with chronic 
depression, generalised anxiety disorder, hypochondriasis and agoraphobia with 
panic attacks. She was referred to Psychology for a cognitive behavioural 
intervention. The focus of the intervention was CBT for her agoraphobia, given that 
this seemed to have the greatest impact on her wellbeing and should provide her 
with a fairly immediate improvement. The intervention provided psycho-education, 
development of coping skills and in-vivo exposure. A behavioural emphasis was 
given because Sue was more able to learn through experiential means. At review. 
Sue reported improvements in her well-being, sense of self efficacy and control. The 
Hospital Anxiety and Depression Scale showed a reduction in anxious and 
depressive symptoms by session seven.
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Adult Mental Health Case Report I I  Summary
V\ neuropsychological assessment o f a man in his early twenties: differential 
diagnosis o f Attention Deficit Hyperactivity Disorder and Mild Traumatic Brain
Injury.'
August 2010 
Year I
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A neuropsychological assessment of a man in his early twenties: differential 
diagnosis of Attention Deficit Hyperactivity Disorder and Mild Traumatic Brain 
Injury.
David was a man in his early twenties who presented with significant attentional 
and memory difficulties. David had been previously diagnosed with bipolar disorder. 
He demonstrated inattentive and hyperactive symptoms from an early age and 
received a mild traumatic brain injury (mlBI) at the age of three. The purpose of the 
neuropsychological assessment was differential diagnosis of Attentional Deficit 
Hyperactivity Disorder (ADHD) and mTBI. David completed a WAIS, WMS and WTAR 
which demonstrated significant mental processing and psychomotor speed 
difficulties and a global memory deficit. During the course of the assessment, 
David's mother was able to provide a detailed developmental history which 
disconfirmed the possibility of ADHD as his attentional difficulties were reported to 
onset in early adolescence and coincided with his first depressive episode. Whilst 
his neuropsychological profile was fairly consistent with mTBI, the late onset of his 
cognitive difficulties suggested the cognitive impairments may be related to bipolar 
disorder. Therefore the original hypotheses were generally disconfirmed and 
literature regarding cognitive impairments and bipolar disorder were discussed.
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Learning Disabilities Case Report Summary
'A baseline dementia assessment on a man in his forties with Down Syndrome.'
April 2011 
Year II
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A baseline dementia assessment on a man in his forties with Down Syndrome
Bill was a man in his forties with Down Syndrome who was referred to a CTPLD by 
his sister for a baseline dementia assessment. During the assessment it transpired 
that his sister and key-worker had observed some subtle changes in his 
temperament and behaviour, as well as some initiation difficulties. Therefore the 
assessment simultaneously addressed a more specific question regarding whether 
these changes reflected early-stage Alzheimer's disease (AD) or resulted from low 
mood. The assessment took into consideration Bill's physical health, mental 
wellbeing and also involved the administration of the WAIS-III, Rivermead 
Behavioural Memory Test, Down Syndrome Dementia Scale (DSDS) and Adaptive 
Behaviour Assessment Scale. Bill displayed poor verbal abilities, working memory 
and an impaired performance on tasks requiring sustained attention. The DSDS 
score was not suggestive of early-stage AD. The cognitive deficits Bill displayed were 
not unique to AD and could be explained by his apparent low mood also. Therefore 
it was not possible to confirm early-stage AD. Suggestions were provided regarding 
ways to improve Bill's mood. Given that low mood Can present as an early 
psychological response to pre-clinical cognitive decline and predispose individual's 
to the development of dementia, it was concluded that it would remain essential 
for Bill to receive routine dementia assessments in the future.
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Child and Adolescent Mental Health Case Report Summary
'An Anxiety Management Group fo r  8-11 year olds: Adopting a Narrative Approach'
August 2012 
Year III
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An Anxiety Management Group for 8-11 year oids: Adopting a Narrative Approach
I developed and run an Anxiety Management group for 8-11 year old children 
presenting broadly with difficulties rooted in anxiety. The group was developed in 
response to lengthening therapy waiting lists and a large proportion of children 
presenting with anxiety. Referrals were taken from two CAMHS services. The group 
ran for 8 sessions, beginning and ending with parent sessions to encourage parents 
adopting a co-facilitator role. The children's sessions adopted a narrative therapy 
(White & Epston, 1990) framework and aimed to enable children to develop richer 
personal stories of agency and preferred ways of living without anxiety. 
Externalisation techniques were also used to improve agency, self-concept and 
develop reflective distance in order to implement tactics to manage anxiety. Group 
interventions have the added benefit of facilitating interpersonal learning and a 
sense of shared experience (Yolam & Leszcz, 2005) which the children commented 
upon finding helpful. I provide an account of some of the group processes evident 
over the course of the group. The children reported a consistent reduction in 
anxiety symptomatology and an increased sense of control over the anxiety. I offer 
considerations for the refinement of future delivery of the group programme based 
upon the children's feedback. I also reflect upon the group providing an opportunity 
for leadership and confirmation of my preferred professional identity post- 
qualification.
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Older Adult Mental Health Case Report Summary -  Oral Presentation
'Considering issues o f power in therapeutic work'
October 2011 
Year III
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Considering issues of power in therapeutic work
The oral case presentation focused on a piece of client work which was carried out 
during my Older Adult Mental Health placement. Mrs Evans was referred due to 
experiencing significant anxiety and depression which appeared to be related to the 
experience of chronic physical health problems and pain placing significant 
restrictions upon her life and engagement in enjoyable activities. Additionally, the 
client lived with distant relatives and reported financial exploitation and emotional 
abuse which further exacerbated and maintained the anxiety and low mood.
I chose to present my work with this client because issues of social power inequality 
appeared particularly pertinent to the client's experience and maintenance of 
emotional distress which I had not considered in detail in previous client work or 
used to inform the intervention. This led me to consult literature on social power 
and mental health difficulties which increased my theoretical understanding. 
Furthermore, early on during my work with Mrs Evans, I was required to make a 
safeguarding alert in response to her reports of financial and emotional abuse 
which promoted deleterious issues of power within our therapeutic relationship. 
Whilst I have been aware of using 'empowering practices' within my therapeutic 
work, I had previously considered them as therapeutic techniques (e.g. 
collaborative practice through Socratic questioning in Cognitive Behavioural 
Therapy) rather than as something to remain more widely aware of and use to 
inform adaptations to therapeutic work.
The presentation discussed the issues of social power within Mrs Evans's life, 
drawing upon the social power literature before considering some corresponding 
issues of disempowerment which were evident within our therapeutic relationship. 
I then discussed how I made adaptations to the therapeutic work in an attempt to 
address the power imbalance. This included involving the client in areas of decision 
making, helping her to capitalise on the areas of her life where she possessed 
greatest social power, e.g. the use of her support network and employing principles 
of Narrative Therapy to address the dominant problem-focused discourses which 
colluded with the notion of individual dysfunction and providing staff consultation 
on working with issues of social disempowerment. The gradual transfer of relative 
power from me to Mrs Evans during the psychological intervention is also 
considered which culminated in the client rejecting the offer of a follow-up session 
due to an increased sense of self-efficacy over managing interpersonal and 
emotional difficulties.
The presentation concluded with a reflective critique of the psychological 
intervention which draws upon principles of Community Psychology and discusses 
how therapists' use of power around safeguarding concerns can become an
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empowering experience for clients if facilitated appropriately and sensitively. I also 
reflect upon my emotional response to Mrs Evans rejecting the option of a follow- 
up session suggesting that client dependency on therapists and therefore therapist 
power can be quite alluring.
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RESEARCH DOSSIER
84
Research log checklist
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically review ing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 W riting brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
y
8 Obtaining approval firom a research ethics com m ittee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 C ollecting data firom research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 D evising and administering questionnaires y
15 Negotiating access to study participants in applied N H S settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 C hoosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
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26 Presenting research findings in a variety o f  contexts y
27 Producing a written report on a research project y
28 Defending ow n research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
30 A pplying research findings to clinical practice y
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Service Related Research Project
'An audit ta examine whether referrers ta the Early Intervention in Psychosis (EIIP) 
Service are using its referraiprotocoi.'
July 2010 
Year I
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Introduction
Young adults experiencing their first episode of psychosis have greater health, social care 
and educational needs than other young adults experiencing mental health difficulties 
(Birchwood et al., 1998). Whilst these individuals have the potential to experience 
particularly adverse circumstances as a result of their mental health difficulties, they are 
also less likely to access healthcare (McGorry, 2000) than individuals with other mental 
health difficulties. Those individuals who do access healthcare services often do so in a 
delayed manner, after one to two years of 'Duration of Undiagnosed Psychosis (DUP),' 
(McCrone, 2007), i.e. the time from the point when a client first shows definite symptoms 
of psychosis to the point when they have engaged in one month of treatment (either 
medication or psychological treatment; McGorry et al., 2008). Delays in the detection and 
treatment of psychosis during the early stages are crucial, as recent research indicates that 
the first three years are a critical period that influences the severity of the disorder (Singh 
and Fisher, 2005) and the prevalence of relapse (McGorry, 2000). A reduction in the DUP 
has become a core business of Early Intervention in Psychosis (EIIP) services (Birchwood et 
al., 1998). The Sainsbury Centre for Mental Health (2003) stipulates that the DUP should be 
reduced to three months, with a maximum of six months. In addition, referrals to EIIP 
services should be based on suspicion rather than certainty of psychosis (DoH, 2001) as 
diagnosis can be difficult without the presence of frank psychotic symptoms.
This paper presents an audit of secondary-care (i.e. Community Mental Health Teams 
(CMHTs) and Child and Adolescent Mental Health Services (CAMHS)) referrers' 
understanding of the referral criteria for an EIIP service based within the same mental 
health trust in the South of England. The aims of this specialist service stated within its 
Operational Policy (Surrey and Borders Partnership NHS Foundation Trust, 2008) reflect the 
recommendations derived from research and policy that are outlined above. Additionally, it 
aims to promote itself to local referrers and enable clear communication in order to 
increase its accessibility to referrers. This includes ensuring that the importance of timely 
and appropriate referrals is understood by referrers. This was the first audit of the service 
since it was established in May 2008. The Mental Health Policy Implementation Guide 
(Department of Health, 2001) recommends regular audits of the effectiveness of referral 
pathways as an essential task for EIIP services. In this local service there often appears to be 
a significant delay between appropriate referrals entering secondary care and being 
referred on to EIIP. In part, this may be due to referrers' difficulty in interpreting service
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users' symptoms and a lack of awareness of the referral criteria employed. The service has 
implemented the use of a symptom-based screening checklist based on French and 
Morrison's (2004) checklist, which combines the presence of positive and negative 
psychotic symptoms to identify risk of psychosis. It is also evident that the service's current 
client caseload of 138^  is approximately 50% below its target caseload of 240-300^ set by 
the Department of Health (2001). This suggests that the service is not effectively capturing 
all the young people experiencing an episode of psychosis within the geographical region 
served.
This audit investigated referrers' knowledge of the referral criteria and their decision­
making process in identifying people at risk of developing psychosis in relation to the 
screening checklist employed by the EIIP service. Referrers' understanding of 'DUP' and 
appreciation of its importance were examined. Referrers' possible concerns in making a 
referral to their local service were also explored. The data gathering was conducted in a 
manner which enhanced contact and communication with secondary-care referrers and 
provided them with further information about the EIIP service. The aim was to improve the 
delivery of healthcare within the local EIIP service by comparing the services' current 
practice with existing standards of care, thus rendering the project an audit.
^ Total caseload calculated in June 2010, at the time o f writing this report,
 ^The NSF Policy Implementation Guide (2001) suggests that teams should ideally manage 120-150 
new cases per year and have a total caseload o f approximately 450 after three years o f service 
establishment. The local EIIP team was established in May 2008 so should ideally have a caseload o f  
approximately 240-300.
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Method
Participants
Seven CMHTs and three CAMHS were identified as the total number of possible secondary 
care referrers in the locality of the EIIP service. In order to determine which teams to visit, 
statistics (see Appendix 1) indicating the percentage of inappropriate referrals (i.e. 
evidently not a psychotic illness) from these teams between 1®* April 2009 and 31^  ^March 
2010 were consulted. It was deemed a priority to visit the teams which demonstrated a 
high proportion of inappropriate referrals (i.e. 30% or more^). Five teams (three CMHTs and 
two CAMHS) met the criteria. However one CM HT with an inappropriate referral rate of 
100% did not return numerous attempts to make contact and one CAMHS teams with an 
inappropriate referral rate of 100% was unable to arrange a meeting which fitted within the 
timeframe of the audit. Therefore three teams with inappropriate referral rates ranging 
from 33% to 62.5% (see Appendix 1) participated in the audit which was completed at team 
meetings.
Recruitment of Participants
The team managers of the CMHTs and CAMHS were contacted by telephone to arrange to 
attend a team meeting for approximately 30 minutes. The managers were provided with 
the rationale that a small audit was being carried out to investigate referrers' experiences 
of making referrals to EIIP and that the EIIP service wished to provide the opportunity for 
ref error's to gain additional information about the EIIP service and have any queries 
answered.
Questionnaire Development
Through discussion with the EIIP team manager, consultant psychiatrist and psychologist, a 
number of key lines of enquiry were identified. These were referrers' knowledge of the EIIP 
service's referral criteria and the term DUP, familiarity with the screening checklist and 
concerns regarding the referral process. A questionnaire (see Appendix 2) was developed to
 ^Whilst the EIIP service encourages referrals when there is not certainty around the presence o f  
psychosis, a high proportion are still expected to be appropriate.
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examine these areas, including two clinical vignette questions directly based upon clinical 
features outlined in the service's screening checklist (see Appendix 3). The vignettes 
provided accounts of fictional clients designed to be appropriate for a referral to the service 
according to the screening checklist. The first vignette involved a client whose symptoms 
added up in total to over 20 points on the checklist and the second vignette involved a 
client who displayed some paranoia and therefore would be automatically suitable for 
assessment by the service. The vignettes allowed for the examination of referrers' 
recognition of prodromal and psychotic symptoms and decision-making process regarding 
appropriateness for EIIP.
Pilot Study
The questionnaire was piloted on three EIIP clinicians and four trainee clinical psychologists 
to determine clarity of wording, simplicity of questionnaire structure and approximate time 
required for completion. As a result it was determined that the questionnaire would take 
approximately 10 minutes to complete and the multiple-choice options of question 6i were 
reformatted. Consultation with the EIIP clinicians who have expertise in the field 
additionally assured face validity of the items.
Procedure
The team meetings were attended for the first 30 minute slot by the primary researcher 
and a Community Psychiatric Nurse (CPN) from the EIIP service. On one occasion the 
primary researcher was unable to attend the team meeting and therefore a Support Time 
and Recovery (STR) worker accompanied the CPN. The STR worker was briefed about the 
procedure and particular elements that required standardisation (as outlined below). The 
questionnaire was distributed to clinical team members upon arrival in the team meetings 
together with the information sheet (Appendix 3), which explained the nature of the audit 
and ethical considerations. A verbal rationale (i.e. it would be useful to gauge referrers' 
baseline level of knowledge and completion of the questionnaire may help elicit areas of 
uncertainty for discussion) was provided for the prompt completion of questionnaires. 
Before respondents began the questionnaire, the screening checklist was briefly held up 
and rotated by the primary researcher to remind respondents of its existence. Whilst
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presenting it, the researcher explained that it related to Question 2 ("Are you familiar with 
the EIIP screening checklist that your service has been provided with?"). After 
approximately five minutes, when the researcher had observed that the majority of 
respondents were approaching Question 7, they were told that although the clinical 
vignettes in Question 7 involved an adult and a child scenario, they should attend primarily 
to the clinical information rather than view one of the two scenarios as irrelevant to their 
service. Upon receipt of completed questionnaires, respondents were provided with a copy 
of the screening checklist (Appendix 4) and an EIIP information sheet (Appendix 5). Answers 
were then given for the knowledge-based questions within the questionnaire and further 
information was presented about the EIIP service.
Ethical Considerations
It was recognised that presenting experienced clinicians with a knowledge-based 
questionnaire could be sensitive due to possibly highlighting their lack of knowledge or 
awareness of having made an inappropriate referral. To address this, a clear rationale for 
the audit was given to respondents.
Statistical Analysis
The responses to the closed questions were tallied to provide the total number of 'yes', 'no' 
or other answers across the three teams. The percentage of closed question answers were 
then calculated for each question. The written responses to the open-ended questions 
were analysed using content analysis. Content analysis prepares qualitative data for 
quantitative analysis in terms of codes and frequency of codes (Coolican, 2004). Some 
themes emerged from existing categories whilst others emerged from the data. Categories 
for question 4 were taken from the EIIP information sheet (Appendix 4); for Q6ii, from 
relevant literature (e.g., Singh & Fisher, 2005; Killackey et al., 2007; McGorry et al., 2008) 
and for question 7ii and iv, from the service's screening checklist based upon French and 
Morrison (2004) from which the vignettes were developed. Codes for questions 3iii and 5ii 
were developed by analysing five randomly selected completed questionnaires. (See 
Appendix 6 for the resultant coding system).
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The data analysis was conducted by the researcher who also developed the coding system. 
The codes were listed down the left-hand side of a piece of paper and, on the right-hand 
side the codes were tallied according to questionnaire responses. The approach was flexible 
and allowed new codes to be noted when data did not fit any of the pre-existing codes. 
Compatible codes were merged into larger themes. Once the preliminary codes were 
established, nine randomly selected questionnaires were coded by an independent EIIP 
clinician using the existing codes to order the data. This was done for the purpose of 
establishing inter-coder reliability (Neuendorf, 2002) and strengthened the overall 
credibility of the data. A formula provided by Holsti (1969) was used to check the inter­
coder reliability: PAo =2A/(riA+ Hb)/ where PAo is the proportion of agreement, A is the 
number of agreements between the two coders, and Ha and Hb are the total number of units 
coded by two coders. An inter-coder reliability of 82% was achieved.
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Results
A total of 26 questionnaires were completed. This comprised seven completed 
questionnaires from staff in CMHT 1, eight from CMHT 2 and 11 from staff in the CAMHS 
team. The meetings comprised a range of different professionals (38.5% mental health 
nurses; 30.8% psychiatrists; 15.4% social workers; 7.7% psychotherapists and 7.7% 
psychologists). There was a 100% response rate with every attendee at the three team 
meetings returning a questionnaire. However, the three team meetings were not attended 
by all their staff. Twenty one (80.8%) questionnaires were completed fully, the other five 
had some minor omissions but were still completed sufficiently to be analysed.
Table 1 (see Appendix 7) outlines the total number and percentage of responses to the 
closed questions. Table 2 (see Appendix 8) summarises the emergent themes from the 
open ended questions. The brevity of this report does not permit further discussion of 
questions 3 and 4.
Referrals to EIIP
Only three (11.5%) of the respondents were familiar with the EIIP checklist even though 
half the participants had referred someone to the service. Of those that had referred, only 
one had used the checklist when making the referral. Eight (30.8%) respondents had 
concerns about making a referral to the service. Thirty concerns were raised, 16 related to a 
lack of information about the service (e.g. not being sure of the referral criteria and 
process) and 14 related to concerns about the operational workings of the EIIP (e.g. a slow 
rate of acceptance due to the assessment period).
Understanding of referral criteria
Respondents' understanding of the referral criteria was assessed by the implementation of 
the two clinical vignettes. Twelve (46.2%) of the respondents correctly identified that 
'Steve' should be referred to the EIIP service. These respondents provided 21 responses 
that clearly identified clinical features in accordance with the screening checklist. Twelve 
(46.2%) respondents indicated that Steve should not be referred due to a number of 
reasons; 12 reasons were related to the clients' substance misuse (e.g. the symptoms could
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be primarily explained by substance misuse), 12 reasons were related to a need for more 
information (e.g. assess him first and wait to see if symptoms became more definite) and 
five other reasons were reported for their decision (e.g. incorrectly believing that Steve was 
too young for the EIIP service) .^ Two (7.7%) respondents did not indicate whether Steve 
should be referred stating that they needed more initial information to make a decision.
Seventeen (65.4%) of the respondents correctly identified that 'Anna' should be referred to 
EIIP service for an assessment. Two main reasons were raised, 10 responses identified that 
the clients' sense of paranoia made her an appropriate referral to EIIP, in accordance with 
the screening checklist and nine responses identified Anna as appropriate due to her 
escalating difficulties. Nine (34.6%) respondents thought that 'Anna' was not appropriate 
for the EIIP service. A number of reasons were stated for this decision including 11 
responses stating that they required more information (e.g. clarification of her symptoms 
by conducting an initial assessment within secondary care setting) and nine responses 
stating other reasons, such as believing that she was generally functioning well.
Understanding of DUP
Seven (26.9%) of the respondents correctly identified that the Department of Health (DoH, 
2001) require clients' DUP to be limited to between three and six months. Notably, the 
highest proportion of respondents {n=12; 46.1%) believed that the DUP should be limited to 
between one and three months. Overall, 17 (65.4%) respondents showed a correct 
understanding of the implications of DUP which entailed discussion of improving client 
prognosis. These respondents provided 43 reasons why limiting the DUP is important for 
clients' prognosis (e.g. reducing the likelihood of relapse). The remaining nine (34.6%) 
respondents had an incorrect understanding of the importance of the concept, with five 
responses relating to its importance for assessment (e.g. in order to gain an accurate 
diagnosis) or a limited understanding, with three responses relating to intervention (e.g. to 
increase compliance with medication).
 ^Many respondents provided more than one reason for their decision.
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Discussion
Implications
Overall the findings from the current audit suggest that the three secondary-care teams 
generally possess a good understanding of the concept of DUP and why it is important. 
Encouragingly the majority of referrers estimated that the preferable DUP was between 
one and three months, even shorter than what is currently deemed acceptable by the 
Department of Health (2001). However, referrers appeared less sure of the referral criteria 
used by the EIIP service and were therefore less able to identify fictional clients appropriate 
for EIIP assessment. Unsurprisingly, a larger number of referrers recognised frank 
symptoms of psychosis (i.e. paranoia) than broader prodromal symptoms which could be 
explained otherwise (e.g. through drug and alcohol misuse). Secondary-care referrers 
demonstrated that when a client presents with prodromal symptoms of psychosis it is 
common for them to adopt a 'watch and wait' approach to assess whether symptoms 
worsen or become more clearly psychotic. Thus, whilst theoretically referrers appear to 
appreciate the benefits of making prompt referrals to the EIIP, they are hesitant in referring 
somebody whose symptoms they are uncertain about. As the local EIIP service originally 
hypothesised, this lack of awareness of the referral criteria and need to be certain that a 
client is displaying psychotic symptoms appears to be the primary reason for the delay in 
referrals to the EIIP service and hence, increase in clients' DUP.
This suggests that the message from EIIP, 'to make referrals based on suspicion rather than 
certainty,' has not been clearly communicated to referrers. Indeed the current findings 
clearly show that a large majority of referrers were not familiar with the services' screening 
checklist despite previous efforts to disseminate this. Of the referrers who identified that 
they had concerns about referring to EIIP, a lack of knowledge regarding the referral criteria 
featured highly. This implies that the local EIIP service should improve communication with 
referring teams about the referral criteria and widely disseminate the screening checklist.
Critique
It would have been beneficial to have attained responses from all ten referring teams. The 
proportion of appropriate referrals differs substantially across the teams and the current 
data relates to three teams with percentages of inappropriate referrals between 33% and
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62.5%. It would have been informative to have gained and compared data from the 
referring teams with the two extreme rates of inappropriate referrals (i.e. 100% and 0%).
The questionnaire included a substantial number of open-ended questions as a number of 
the audit's lines of enquiry were unsuitable for closed questions. This may have limited the 
amount of qualitative information achieved from the questionnaire as respondents 
appeared reluctant to provide full answers, possibly due to perceived time constraints or 
general lack of motivation. However, the use of vignettes provided an innovative means of 
gaining an impression of referrers' knowledge of the referral criteria.
Whilst the approach to data gathering was time consuming it also had two distinct 
advantages; facilitating good response rates and providing an opportunity to improve 
communication with referrers and promotion of the service. On completion of the 
questionnaire the ensuing discussion provided valuable contextual information regarding 
referrers' queries and concerns and the opportunity for their resolution. This highlighted a 
limitation of using a paper-based data gathering method as sometimes the respondents 
appeared reluctant to commit comments and concerns to paper.
Dissemination of the results
The results of this audit will be verbally presented to the local EIIP service. In addition, 
another detailed report, drawing upon all the data collected, will be produced for the 
service.
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Appendix 1: The local EIIP service's referral statistics demonstrating the proportion of 
inappropriate referrals made by the ten secondary care teams
Secondary care teams Number o f  referrals 
made within the last 
12 months
Number o f  
inappropriate referrals 
within last 12 months
Percentage o f  inappropriate 
referrals made within the last 
12 months.
CMHT 1 4 4 100%
CAMHS 1 1 1 100%
CAMHS 2 8 5 62.5%
CMHT 2 3 1 33%
CMHT 3 3 1 33%
CMHT 4 10 2 20%
CMHT 5 6 1 16.7%
CMHT 6 2 0 0%
CMHT 7 7 0 0%
CAMHS 8 3 0 0%
N.B. The recruitment of the secondary care teams above the thick black line were prioritised for the 
audit due to them making a substantial number of inappropriate referrals. The two teams with 100% 
inappropriate referral rate were unable to take part in the audit. The three teams formatted in bold 
were the teams involved in the current audit.
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Appendix 2: Audit questionnaire for referrers
Audit regarding the decision making process in referring to the Early Intervention in Psychosis
(EIIP) service.
Q1 ) Please indicate your profession/ job title
Q2) Are you familiar with the EIIP screening checklist that your service has been 
provided with?
Yes/No
Q3i) Have you ever referred somebody to EIIP?
Yes/No
If no, please continue to 04.
ii) If yes, have you used the EIIP screening checklist when making a referral?
Yes/No
iii) Please think back to the iast person that you referred to EIIP. What made you decide 
to refer this person to EIIP? (Please be careful not to Include Identifiable Information)
04) What do you think EIIP offers that differs from your service?
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Q5i) Do you have any concerns about making a referral to EIIP?
Yes/No
II) If yes, please indicate what these are.
Q6 The term ‘Duration of Untreated Psychosis’ refers to the length of time from the point
when a client first shows definite symptoms of psychosis to the point when they have 
engaged in one month of treatment (either medication or psychological treatment; 
McGorry et al., 2008).
i) The Department of Health Guidelines (DoH, 2003) requires clients’ DUP to be limited
to: (Please circle your choice).
a) between 1 and 3 months.
b) between 3 and 6 months.
c) between 6 months and 1 year.
d) between 1 and 3 years.
e) between 3 and 5 years.
ii) What is your understanding of why the duration of untreated psychosis is an 
important concept?
07) Please read the following descriptions of fictitious clients. Our service covers people 
aged 14-35 therefore one is a child and the other an adult. Based upon your general 
understanding of the referral criteria for EIIP, please decide whether you think they 
would be appropriate for referral to the EIIP team.
Steve is a 15 year oid boy whose family is very concerned about his heavy drinking 
and recreational drugs use. He is becoming increasingly confrontational with family 
and friends. He is sleeping more than usual and withdraws to his bedroom 
frequently. When you meet him he appears rather oddly dressed and is visibly
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nervous and restless. He claims to believe in vampires and is becoming increasingly 
preoccupied with related films.
I) Would you refer Steve to EIIP? Yes/No
ii) Please give the reasons for your decision.
Anna is a 31 year old woman who works as a successful accountant. She explains 
that she is generally functioning well, socialising with friends, sleeping and eating 
well. However, over the last two years she has experienced paranoid thoughts that 
somebody is watching her which cause her some distress. These thoughts have 
recently become more prominent.
iii) Would you refer Anna to EIIP? Yes/No
iv) Please give the reasons for your decision.
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Appendix 3: Study information sheet
Information Sheet
Audit of the decision making process in referring to the Early Intervention in
Psychosis (EIIP) Service.
I am a first year trainee clinical psychologist, XXX XXX, at the University of Surrey 
currently on placement with XXX XXX, Clinical Psychologist, at the Early 
Intervention in Psychosis Service, XXX XXX. The service is keen to improve the 
process of referring clients into the EIIP service. Therefore we have devised a 
questionnaire to explore people's knowledge of our referral criteria and their 
understanding about what the service offers. Even if you personally have no 
experience of making a referral to our service, we would value your completion of 
the relevant sections of the questionnaire. The questionnaire will take about 10 
minutes to complete.
I am conducting this audit as part of a Service Related Research Project assignment 
required by the training course. This work is supervised by XXX XXX and Nan 
Holmes, my tutor at the University of Surrey. The audit report will be submitted to 
the university; also a report will be prepared for the service. You will not be identified 
in any report .If you would like a copy of the report this can be sent to you.
All completed questionnaires will remain individually anonymous, indicating only 
your profession and the team in which you work. Questionnaires may be viewed by 
my supervisors. Data will be stored securely in a locked cabinet in EIIP, will not be 
available for public access and will be destroyed once I have completed the training 
course.
You are welcome to change your mind or refuse your consent at any stage.
If you have any further questions please contact me, XXX XXX 
(XXXX@surrey.ac.uk) or XXX XXX (XXXX@nhs.net) or Nan Holmes, Clinical 
Psychology Training Programme, University of Surrey, Tel 01483 689441, e-mail 
n.holmes@surrev.ac.uk
Thank you for taking the time to complete the accompanying questionnaire. Your 
time is much appreciated.
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Appendix 4: A copy of the EIIP screening checklist.
EARLY INTERVENTION IN PSYCHOSIS (EIIP) SCREENING CHECKLIST
Patient Details
Name of referrer. 
Name of patient .
Address of patient
Date of referral 
Date of birth
Checklist for Psychosis
1 point each
The family is concerned 
Excess use of alcohol 
Use of street drugs 
Arguing with family and friends 
Spending more time alone
2 points each
Sleep difficulties
Poor appetite
Depressed mood
Poor concentration
Restlessness
Tension or nervousness
Loss of pleasure from things
Sub total
3 points each
Feeling people are watching them *
Feeling, hearing or seeing things other people cannot*
Sub total
5 points each
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Ideas of reference*
Odd beliefs*
Odd manner of thinking or speech
Inappropriate mood
Odd behaviour or appearance
Family history of psychosis in parents/siblings/grandparents
Sub total
TOTAL
20 points or more accept referral for assessment to EIIP team
If *  items apply consider taking referral even if total score less than 20
Is this l '*  episode of psychosis? YES/NO
Is this person living within EEMS PCT or East Surrey PCT area YES/NO 
Is age of person with 14-35 years? YES/NO
Processed for assessment 13 Not taken for assessment
Signed.............................   Date
Source from French P and Morrison A (2004) Early Detection and Cognitive Therapy fo r Peopie at High Risk o f 
Deveioping Psychosis.
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Appendix 5: Information sheet regarding EIIP service.
S adv inter\'entibn (n Psychosis Ser\4ce
;Ono Trust Wtde servioe with 3 hubs. manaocmcr: ana son ur structure 
with an overarching operational policy to ensure p intv of access erd  
Intarvantlohs across the Trust.
> NE ilants/Surrcy Hooti) -  The Willows, Aldershot then movirig to the 
Aldershot Centre for Health
> Central Surrey Hub -  Initially based at The VVïllows then moving to 
vwoKmg
>  Existing Eastern H u b-B ased  at Farrnslde. WestPark
The EIIP Service will work with all 14 -  35 year olds who:
1 A' % M' I ' f 3 I- a o' psychosis (for (he purposes of trens-ci from 
p, «"'"j : er ic's tnc ; tli TUP team will work with people who ^-ù/e been in
f  j,,— far ; f M
2 ' o 'I'c' p'u V ' O' psychf s s
3 /  'k at 1  ih fk  o' d 'v lop psych -)<'«' i e. shav i i r  Prodromal/at risk 
morta' »'rt ' i j rs  r  r'-^d of fchihe'' asses^m* % t
4  G=^  w thn t"-? cntohm'^rtc orra of Su'^ '^^ y A NE
The kôÿ components are;
* Up to 3 years care plan of intervention through the 'critical period'
* Assertive outreach type approach
* Support and treatment In the most comfPrtable environment forttm young 
person
*  Prolonged engagement—disengagement does not mean discharge form the 
service
* Focus on Gk!l:s development vocational, social, relapse preventltTi
*  Reducing distress and etrees In the family
* Use of low doso atypical medication and f<%us on user choice
* Reduce UiB stigma and sodol isolation associated with early psychosis 
» Health promotion and anti stigma work
« To develop and provide high quality, evidence-based, cost effective mental 
health services to service-users and promote meaningful engagement.
* To reduce disability and Improve mental health and social fundlonmg through 
offectivo oa'Iy aasossmont, treatment and being recovery focused.
« To reduce tiie stgma associated v/ith psychosis oy imyoving general 
awareness of the symptoms and the need for promo: assecsmcT.
* Tc network effectively across primary arid Seccdu'y cam and reduce 
barr.ers to into'-agency //diking Uius ensuring cont:nu':y of cur  ^ c
* To reduce the frcquency cf admissions and ihu L 'M  i of st*y t'^o«A 
pecple rsquMng hospital adm;gslon.
« To ensure ire  active hvoivoment of users, carers and ad/ucdtcs n the 
planning, dc-ivory and monkoring cf the ter.ico they receive.
* To develop e-id ntairtein effective fc'a:'on:,h!os w'tn szofiehc'-c" one cher 
oartncr nge.nrie? :het can help uc p'cnctn rapid access to tho -«n:. the
oonhnued deveiopcent .^ nd delivery of the Early Interve-dfon Per Hoe
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Appendix 5 continued
To rs '/r -  c t ' 2 .: :: y  :: r? -
"o T'o. Tv nr'rC^ ef res.c,: ' r:':
e-iov n n a o zsro ic c ,:'::" '.. |r.,' r r  a ;
To ç^:h=' r::'n:3: on ra : c' cere:: b  r e  JSC 3rd :re '"-icc.e-ert c ' 'r =
seNKê:
To evdve in t> (be neWs of ^  youi^ pec^le # 0  U% Wrvlca 
% r :  c r c - * : 3 ' ^ 0  o c / "uT ,' r  'c c .
avenues and addresmm housmo/acxxxi^txislbn hbeds.
To >  .-" ''.'a-G'-as rra-"''^ ::%  '& o r 'ic
mansgànent k; all oûrmakeWdem and partner fendes  
To eisure that slalT are êqdpi^  Kf&h the $M!s and krWedge r^uired, by 
^coW%irg ccxiAimng pmfessmnal da%lopn%nt and W e r  (mWng 
matcWd to sW ce user needs, and thsmfore safeguand pfadk^.
To sqppod m sea^ end clAcs.' a i# .
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Appendix 6: Questionnaire coding system
Coding system
Question 5
Lack of information regarding EiiP
What the referral criteria is 
What happens with dual diagnoses 
Who can make the referral 
The process of making a referral 
Whether there is potential for joint working 
What therapeutic interventions are offered 
Unaware of service
Operational working of EiiP
Transfer of care awkward 
Duplication of interventions 
Didn't help crisis management 
Siow rate of acceptance 
inconsistencies in message re pathway 
Inconsistencies in message re criteria
Question 6
Client's prognosis
Decreases iikelihood of relapse 
Limits severity of iiiness
Minimises reduction of social and occupational functioning 
Reduces drug use as self medication 
Better iong-term prognosis
Assessment
Ensure correct diagnosis
Risk assessment
Ruie of substance related issues
More accurate picture from assessment
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Intervention
Allow better engagement with treatment 
Increase compliance with medication
Question 7!
When answered 'yes'
Features from the screening checkiist
Family concerned
Arguing with friends and family
- Odd appearance 
Excess use of alcohol 
Use of street drugs 
Sleep difficulties 
Odd beliefs
Tension or nervousness
- Restlessness
Spending more time alone 
Correct age
When answered 'no'
Drug and alcohoi related issues
Causing symptoms
Related to/exacerbating symptoms
Treat substance misuse first
Rule out the influence of substance misuse first
More information required
Assess within secondary-care first 
Discuss with an EIIP clinician 
Unclear of referral criteria 
Don't know what to do
Refer if symptoms become clearer(worsen) over time
Other
Displaying normal adolescent behaviour
Send to a Hope service (i.e. Tier 4 CAMHS service).
I l l
Question 71!
When answered 'yes'
Features from the screening checklist
Thinks is being watched/paranoid 
- Appropriate age
Escaiation of symptoms
Symptoms have worsened over time 
- Symptoms appear to be escalating
When answered 'no'
More information required
Assess within secondary care setting first 
Rule out depression first 
Carry out medicai investigations first 
Unsure of criteria
Other
Functioning weil
Not an appropriate age for EIIP service 
Symptoms been present for too long (2 years)
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Appendix 7: Frequency of participant responses
Table 1; Total responses to closed questions in terms of frequency and percentage of 'yes' and 'no' 
and 'other' answers.
Question number® Response N
2) Familiar with the EIIP 
screening checklist?
Yes 3 11.5
No 23 88.5
Si) Have you ever 
referred anybody to 
EIIP?
Yes 13 50
No 13 50
3ii) If yes, did you use 
the screening checklist?
Yes 1 3.9
No 12 46.2
Other (i.e. N/A) 13 50
5i) Do you have 
concerns about referring 
to EIIP?
Yes 8 30.8
No 18 69.2
61) The DoH (2003) 
requires clients' DUP to 
be reduced to:
a -  between 1 and 3 months 12 46.1
b -  between 3 and 6 months 7 26.9
c -  between 6 and 12 months 1 3.9
d -  between 1 and 3 years 4 15.4
e -  between 3 and 5 years 0 0
Other (i.e. don't know) 2 7.7
7i) Would you refer 
Steve to EIIP?
Yes 12 46.2
No 12 46.2
Other (i.e. need more information) 2 7.7
7iil) Would you refer 
Anna to EIIP?
Yes 17 65.4
No 9 34.6
Please see Appendix 2 for full wording o f questions.
 ^Percentages were calculated using total sample size o f 26.
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Appendix 8: Emergent themes
Table 2\ Frequency and Exemplar of Emergent Themes
Question No. Theme Frequency Exemplar
5ii) Concerns about making 
referral to EIIP
Lack of information 
regarding EiiP
16 "I am not very sure about the full criteria of the referral 
process."
"i'm not aware of how EiiP treat clients with dual 
diagnoses."
Operational workings of 
EiiP
14 "Your rate of acceptance is slowed by the time it takes 
to assess after referral."
"There is sometimes duplication of therapeutic work 
when both of our services are involved."
611) Why DUP is an important 
concept
Prognosis 43 "The longer the period of DUP, the less favourable the 
long term outcome for the client."
"Minimising impact of symptoms on clients' functioning 
so illness doesn't become their norm."
Assessment 5 "To get an accurate picture after a period of 
assessment."
"To clarify whether it is psychosis."
Intervention 3 "Increases compliance with antipsychotic medication." 
"So they are able to engage with treatm ent."
7ii) Reasons for decision
about Steve
When answered 'yes'
Features relating to the 
checklist
21 "Preoccupation with related films; confrontational; 
withdrawn and restless."
"He is within the age range served by EiiP."
When answered 'no' Drug and alcohol issues 12 "Symptoms seem more related to drug and alcohol 
issues."
"Treat for substance misuse first to see if symptoms 
improve."
More information 
required
12 "To be honest, 1 would need more information about 
your referral criteria."
"1 would assess him first and wait to see if possible 
psychotic symptoms became more definite."
Other 5 "Might be normal adolescent behaviour-vam pire  
interest is a likely peer interest."
"He is too young for the EliP service."
7iv) Reasons for decision
about Anna
When answered 'yes'
Features relating to the 
checklist
10 "She feels like she is being watched" 
"She is showing signs of paranoia."
Escalation of symptoms 9 "Her psychotic features are worsening over time." 
"Her paranoia has got progressively worse."
When answered 'no' More information 
required
11 "Would first assess for more symptoms and details of 
her mental state before deciding whether to refer."
"i am not sure of the referral criteria."
Other 9 "Functioning well -  no clear signs of psychosis."
"She has a two year history of paranoia so the problem 
is not acute."
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Evidence of presentation of SRRP
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Evidence of Presentation of SRRP
Handout from the SRRP presentation
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XXX XXX EIIP Audit: Examining secondary-care referrers' knowledge and use of the EIIP
referral protocol.
Background to the audit
It has been observed that there often appears to be a significant delay between 
appropriate referrals entering secondary care and being referred on to EiiP. in addition, the 
number of referrals received appears insufficient when compared to an epidemiological 
estimation of the number of first episode psychosis cases within the regional area. It is 
anticipated that the delayed and insufficient referrals may be in part, due to referrers' 
difficulty in interpreting service users' symptoms and a lack of awareness of the referral 
criteria employed by EIIP.
This audit investigated referrers' knowledge of the referral criteria and their decision 
making process in identifying people at risk of developing psychosis in relation to the 
screening checklist employed by the EIIP service. Referrers' understanding of 'Duration of 
Untreated Psychosis' (DUP) and appreciation of its importance were examined. Referrers' 
possible concerns in making a referral to the service were also explored.
Main Findings
Referrals to EIIP
Only a small minority of the respondents were familiar with the EIIP screening checklist 
even though half the respondents had referred someone to the service.
A third of respondents had concerns about making a referral to the service. Concerns were 
primarily related to a) a lack of information about the service (e.g. not being sure of the 
referral criteria and process) and b) the operational workings of the EIIP (e.g. a perceived 
slow rate of acceptance/ duplication of work with clients).
Understanding of referral criteria
Respondents appeared more confident in correctly making a referral to EIIP when frank 
features of psychosis were evident. Respondents were deterred from making a referral 
when symptoms were prodromal/ negative, substance misuse was present, and behaviours 
could be construed as normal for adolescence (e.g. withdrawal, becoming argumentative). 
Respondents commonly stated that they would adopt a 'watch and wait' approach until 
possible psychotic symptoms became clearer. This approach was at odds with the EIIP's 
emphasis on making timely referrers based on suspicion rather than certainty of psychosis. 
A number of respondents would not refer on the basis of being unaware of referral criteria.
Understanding of DUP
Respondents generally demonstrated a good understanding of the importance of DUP, 
commonly stating its relation to client prognosis. The large majority of respondents
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correctly identified that the Department of Health (DoH, 2001) require clients' DUP to be 
limited to between three and six months.
Understanding how EiiP differs from CMHTs/CAMHS
Responses regarding how EIIP differs from CMHT/CAMHS were varied. Expertise and 
increased intensity of intervention featured highly within the responses.
Notable differences across teams
The XXX and XXX CMHTs did not express many concerns regarding making referrals to EIIP 
despite a general lack of familiarity with the screening checklist.
XXX CAMHS were entirely unfamiliar with the screening checklist and rose numerous and 
varied concerns. In particular, the team seemed unclear whether they should make 
referrals when suspecting or confident about the presence of psychotic features. Generally 
they referred when fairly certain of psychosis following a period of extended assessment, 
having felt that our service communicated a desire for certainty. The screening checklist 
communicated a preference for referrals based on suspicion which served to confuse them 
further. The team were keen to gain some further clarity on EIIP's referral criteria and 
process and expressed a wish for a member of EIIP to attend one of their CPD meetings.
Reference
Department of Health. (2001). The Mental Health Policy implementation Guide. London: 
Department of Health.
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Dear Academic tutors,
I am writing to confirm that Pip Crompton (URN 6111465) fedback the findings of her Service 
Related Research Project to the relevant service, Early Intervention in
Psychosis Team, on Wednesday 25^ August 2010. The presentation was conducted during a 
multidisciplinary team meeting and was well received by all of the team members.
Yours sincerely,
Clinical Psychologist
W l  Hampshire ^
Council
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Does working in an eating disorder service have an impact on therapist body
image?
This study examined whether working in an eating disorder service might affect the 
therapist's body image. There is limited existing research regarding the impact that 
working in an eating disorders service may have on therapists although Costin 
(2009) reported the clinical observation that professionals commonly spend more 
time thinking about their weight and eating. Five trainee clinical psychologists who 
had completed a clinical placement within the field of eating disorders were 
interviewed. A semi-structured interview schedule was used to explore the research 
question and the data was analysed using Interpretative Phenomenological Analysis 
(IRA). The findings revealed three master themes: comparsions, increased 
awareness and behavioural change. Compor/sons highlighted participants' 
experience of acknowledging similarities and differences between themselves and 
the clients. Increased awareness emphasised participants mindfulness of their own 
thoughts of food and weight and client experiences of eating disorders. Finally, 
Behavioural change related to participants' modfication of eating and exercise 
habits. These findings suggest that opportunities for self-reflexivity should be 
routinely provided in supervision of therapists working within the field of eating 
disorders.
Reference
Costin, C. (2009). The embodied therapist: Perspectives on treatment, personal 
growth, and supervision related to body image. In M. Maine, W. Davis & J. Shure. 
(Eds.) Effective clinical practice in the treatment o f eating disorders (pp.179-192). 
New York: Taylor & Francis Group.
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ABSTRACT
Some foster carers have birth children living at home whilst fostering other children. At 
times foster carers' birth children (FCBC) have been reported to experience a sense of loss 
and sadness when their relationships with foster children cease due to placements ending. 
This thesis aims to provide a preliminary examination of whether FCBC's childhood 
experience of these, often serial, relational losses has an enduring impact on their 
psychosocial wellbeing. It provides a qualitative examination of adult FCBC's accounts and 
memories of foster placement endings and their understanding of whether an enduring 
impact is experienced. Thirteen adult FCBC were interviewed using a semi-structured 
interview schedule. Five main themes emerged from the thematic analysis of the data. Two 
factors (Un)Certainty and Connectedness provide wider contextualisation to FCBC's 
experience of placement endings. 'Experiencing Absence' emphasises FCBC's immediate 
and long-term psychological response to and management of these relational losses. 
Finally, Relational Adaptation and Psychological Growth highlight FCBC's understanding of 
wider psychological implications of experiencing foster placement endings in the longer- 
term. Further research is therefore warranted in order to extend the current findings and 
delineate factors of risk or resilience in accounting for a possible long-term psychosocial 
impact. It is suggested that the psychological wellbeing and needs of FCBC, particularly 
around planning of foster placement endings, should be more formally recognised within 
national and local foster service policy and guidelines. Further, under certain conditions 
FCBC and their families may benefit from receiving greater psychological support to aid 
their experience around placement endings.
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INTRODUCTION
The introduction will give a brief overview of the context of this research in terms of 
current policy and practice around family foster care and the existent literature 
acknowledging foster carers' birth children's^® (FCBC) experience of fostering. It will then 
draw on theory and research in considering the nature of the relationships that develop 
between foster and birth children and the corresponding experience of foster placement 
endings. The rationale for the possibility of an enduring impact of experiencing losses of 
foster children will then be detailed. This chapter will conclude with the question which this 
thesis is interested in exploring.
Context to current research
Since the Baby Peter inquiry in 2009, the care system has experienced an unprecedented 
rise in the number of children requiring foster care (Clarke, 2010) due to local authorities 
adopting a lower risk threshold in the intervention and removal of children at risk of harm 
from their birth families. Barnardos (2011) defined fostering as "allowing children and 
young people, who are unable to live with their parents, the chance to thrive in a secure 
and supportive home." The most recent statistics suggest that 48,530 children were living 
with foster families on 31^  ^March 2011 in England (Department for Education, 2011a). The 
last thirty years has seen a marked trend away from 'children's homes' towards family- 
based foster care (Hollin & Larkin, 2011). This is because successful care of looked after 
children is thought to be maximised by the formation of an attachment relationships and 
sense of belonging within a familial environment (Sinclair & Wilson, 2003). A number of 
studies have reported that approximately 65% of foster carers also have birth children of a 
dependent age (e.g., Martin, 2006; Sinclair et al., 2004).
The impact of living within a family that fosters is significant and pervasive for FCBC; 
including the eventual separation from and loss of foster children (e.g. Younes & Harp,
I will use the term foster carers’ birth children (FCBC) to represent the relevant group o f children 
although I recognise that academic literature and fostering agencies use varied terms, such as ‘own 
children’, ‘natural children’ and ‘children who foster.’ In using this term I will be referring to 
children bom to foster carers for whom they hold parental responsibility. Despite recognising the 
existence o f some children adopted by foster carers, my research will not represent this group o f  
children due to their different temporal entry into the family and therefore the likely different 
psychological ramifications o f living with foster children.
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2007). The emphasis on foster care nurturing and developing familial relationships sits 
uncomfortably within a system in which foster children occupy a temporary position. 
Indeed, the pain of parting is commonly felt by all foster family members, but often not 
acknowledged by the wider system (Sinclair, 2005). Despite efforts to provide foster 
children with stable and long-term foster placements. The Commission for Social Care 
Inspection (2009) reported that in 2007, only 51% of foster placements met government 
criteria for stability (i.e. exceeding a two year duration). Some placements are pre­
determined in providing temporary care, ranging from 'emergency' placements which 
typically last a couple of days, to 'short-term' placements which may extend to several 
years, depending upon the need of the child (Supported Fostering Services, 2011). Others 
may be unintentionally and abruptly curtailed due to placement breakdown (Barber & 
Delfabbro, 2003). This indicates the serial and sometimes sudden nature by which many 
foster families are likely to experience the loss of foster children.
Despite recognising the value of embedding foster children within familial life in foster care 
settings, scant consideration has been paid to the needs and issues of FCBC around their 
separation from children who have lived amongst their family (Walsh & Campbell, 2010). 
Explicit acknowledgement of FCBC in policy and legislation on both a local and national 
level is largely absent {ibid). The National Minimum Standards (Department for Education, 
2011b) make only implicit references to FCBC in the context of them as members of the 
fostering household and in relation to the needs of the foster child. Thus, at practice level, 
there are currently no formally recommended provisions for supporting FCBC around 
placement endings. At a local level, fostering services differ in structure, policy and 
procedures but consideration of FCBC and the need to support them in their own right 
remains sporadic (Butler, 2010) with occasional implementation of supportive groups 
specifically for FCBC and inclusion of FCBC's views at placement reviews. Thus, the 
supporting of FCBC in the preparation and follow-up of placement endings remains 
particularly ignored (Walsh & Campbell, 2010).
Twigg's (1994, p.301) observation that foster care is 'all too often based on the hope that 
the foster child will benefit and the members of the foster family not suffer' remains 
applicable. It is therefore imperative that the long-term psychological wellbeing of FCBC is 
considered in relation to their experience of, often serial losses and separations from foster 
children in the context of placement endings.
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Existing iiterature considering FCBC
The previously 'unheard voice' of FCBC
Historically, where there has been an acknowledgment of the FCBC's wellbeing in relation 
to fostering, it has been in reference to FCBC's potential impact upon the foster placement 
stability and success (Watson & Jones, 2002). In the 1990s, FCBC began to voice 
dissatisfaction regarding their lack of acknowledgement within fostering practices. In 
particular, they wished for greater consideration of their own needs and training 
opportunities with regards to supporting foster children (Nuske, 2004).
Much of the subsequent research was therefore conducted within the social care field and 
involved broadly surveying the advantages and disadvantages of fostering from the 
perspective of small samples of FCBC. The results of these surveys should be viewed with 
caution for a number of reasons. Firstly, these surveys were generally conducted by 
representatives of fostering services, possibly acting to inhibit FCBCs' provision of critical 
responses. Secondly, the limited scope of questionnaire-based surveys led to responses 
being decontextualised with regards to the factors contributing to the FCBC's experiences. 
Thirdly, many studies used FCBC's parents as informants of FCBC's experiences. Finally, 
FCBCs' wish not to distress their parents and their own sense of guilt accompanying any 
acknowledgement of difficulties relating to fostering have been documented (Johnson, 
1989) and may prime FCBC to disproportionately report the positive aspects of living with 
foster children. The following section will broadly outline this literature base.
Benefits of fostering for FCBC
Twigg and Swan's (2007) review of fourteen studies found that the FCBC's experience of 
fostering was consistently associated with heightened pro-social learning. Thus, the 
majority of foster carers have observed their birth children as being more compassionate, 
appreciative and responsible than their peers (Younes & Harp, 2007). The majority of FCBC 
have reported to find fostering an overall positive experience (Part, 1993; Poland & Groze, 
1993; Pugh, 1996). Specifically, they identified enjoying developing a caring role with 
younger foster children (Fox, 2001; Part, 1993; Pugh, 1996), feeling that they are making a 
difference (Fox, 2001; Watson & Jones, 2002) and having a companion or playmate (Part, 
1993; Pugh, 1996; Watson & Jones, 2002).
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Disadvantages of fostering for FCBC
The potential cost of fostering on FCBC has also been reported within the same studies. 
Poland and Groze (1993) found that the majority of foster carers expressed concern about 
the effects of fostering on their birth children. The most common concerns raised related to 
their children's lack of parental attention (Younes & Harp, 2007) and 'loss of innocence' 
through exposure to foster children's background histories and difficult or aggressive 
behaviour (Hojer, 2004; Poland & Groze, 1993; Twigg, 1994). Kaplan (1988) found evidence 
of FCBC aged between six and twelve years experiencing features of separation anxiety. 
Younger children displayed greatest concern about their own permanence within the family 
whilst older children displayed concerns borne out of empathy for the foster children, such 
as worrying about separation from them and experiencing guilt following separation. Thus, 
some foster parents may underestimate their children's distress in relation to fostering and 
overestimate their emotional security (ibid).
The impact of foster placement endings on FCBC
In addition to the advantages and disadvantages broadly surveyed within this literature, the 
experience of placement endings has sometimes been presented as a challenge to FCBC, 
requiring a period of adjustment.
Both foster carers and their children have outlined the sense of loss that can accompany 
foster placements endings as a concern for FCBC (Poland & Groze, 1993; Pugh, 1996; 
Watson & Jones, 2002; Younes & Harp, 2007). Given the companionship frequently cited as 
a benefit to fostering for FCBC, it is not surprising that a number of studies reviewed by 
Twigg and Swan (2007) outlined the FCBC's sense of grief and sadness following placement 
endings. This sometimes even held true when placement duration was short or when the 
foster child was displaying difficult behaviour. Younes and Harp (2007) found that FCBC 
reported the removal of foster children as the single hardest part of fostering leading to 
sorrow and distress. Some of the FCBC perceived the loss as reminiscent of a family 
bereavement.
It is reported that FCBC value the option of staying in touch with foster children following 
the ending of a placement (Reed, 1994) which, in conjunction with FCBC's reported feelings 
of loss when placements end, indicates the sense of connectedness that FCBC sometimes 
develop with a foster child. Furthermore, some FCBC have articulated their worry and 
continued thoughts about the fate of foster children after the placement ending (Poland &
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Groze, 1993), suggesting that FCBC's distress may persist beyond the acute experience of 
the ending. However, existing research has largely described FCBCs' experiences of 
placement endings rather than seeking to understand the factors which account for FCBC's 
differential psychological responses to loss and separation from foster children. 
Furthermore, the long-term trajectory of FCBC's psychological adjustment to loss of foster 
children has been ignored.
The consideration of factors which may suggest the presence of an enduring impact of 
foster placement endings on FCBC's psychological wellbeing seems pertinent. The 
theoretical and empirical literature will be discussed, examining the possible nature of the 
lost relationships and the circumstances under which they end. Once factors which may 
account for an immediate experience of distress in the context of placement endings have 
been outlined, literature supporting the possible continuation of this distress into 
adulthood will be reviewed.
The nature of the relationship between birth and foster children
Weiss (2001, p.60) suggested "grief on loss of relationships is likely to be coloured by the 
nature of the lost relationships" and thus, the affective experience of FCBC following a 
foster placement ending is likely to vary depending upon the quality of the relationship that 
existed with the foster child. Some studies (e.g.. Fox, 2001; Nuske, 2004; Pugh, 1996) have 
reported FCBC's confusion over the nature of this unique relationship and the seemingly 
contradictorily experiences it entails, including the expectation to 'love but lose' the 
children. Furthermore, close relationships between these children often develop within 
children's awareness of its time-limited nature (Nuske, 2004), likely making the 
development of emotional bonds difficult for FCBC to negotiate.
Whilst it is beyond the scope of this paper to review the expansive and complex literature 
base concerning children's sibling and peer relationships (e.g. Brody, 1998; Dunn, 1993), 
some pertinent factors from this literature may inform the possible nature of relationships 
that develop and are then lost.
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Sibling relationships
Lewis (2005) outlined the key defining features of the normative sibling relationship which 
were conducive to the development of emotional bonds as a) relational organisation 
around an extensive shared history and b) assumed relational permanence and continuity, 
both of which are typically absent from the foster-birth child relationship. However, other 
factors commonly evident within a sibling relationship, such as frequent interactions and 
shared daily experiences within a familial setting (Bryant, 1982) are experienced within 
foster-birth child relationships. This suggests that the foster-birth child relationship may 
meet some of the conditions thought to account for the development of emotional bonds 
between siblings despite not being a normative sibling background.
Bank and Kahn (1982) suggested that the quality of an emotional bond between siblings 
varies depending upon the extent of shared experiences and congruencies between 
siblings. More highly emotionally-bonded sibling relationships were commonly 
characterised by being of the same sex, similarity in age, sharing school, friends, or even 
bedrooms. The extent of shared experiences and congruencies has been found to be more 
predictive of the quality of sibling emotional bonds than other factors, such as 
temperament and biological relatedness due to promoting access to common life events 
[ibid).
Sibling relationships characterised by high levels of congruency during developmentally 
formative years were associated with greater distress at separation or death. Depending on 
the foster placement arrangement, some foster-birth child relationships will meet the 
conditions conducive to high emotional bonds. Empirical studies support this theory with 
siblings with an age difference of less than four years (Furman and Buhrmester, 1985) and 
sister-sister sibling pairs (e.g., Noller, 2005) reporting greater closeness compared to mixed 
gender or brother-brother sibling pairs.
Therefore, despite foster-birth child relationships developing within a non-normative sibling 
background (e.g. the lacked to extensive shared history), if the relationship is characterised 
by more immediate shared experiences and other congruencies, such as age, gender and 
peer groups, influential emotional bonds may develop causing distress upon separation.
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Genetically unrelated siblings
Intuitive consideration of the relationship quality between genetically unrelated siblings will 
present as more comparable to the foster-birth child relationship. Step-sibling 
relationships are also characterised by an absence of shared familial history and biological 
relatedness but existence of a more recent shared familial environment. Deater-Deckard 
and Dunn (2002) found that biological relatedness only accounted for differences in 
negative sibling relations, with unrelated siblings showing indifference where related 
siblings displayed aggression and rivalry. No sibling relatedness effect was found for 
positive sibling relationships suggesting that warmth in sibling relationships was accounted 
for by other factors, such as temperament and empathy (Dunn, 1993). These findings were 
also supported by Anderson's (1999) examination of same-sex sibling dyads in long-term 
stepfamilies whereby stepsiblings provided equivalent companionship and support but less 
negativity than genetically related siblings. This suggests that the lack of biological 
relatedness between foster and birth children may not prevent positive and warm 
relationships from developing and furthermore, less negativity may be present. The 
mechanisms accounting for this effect remain unknown but it may suggest that a shared 
environment promotes positive sibling relationships whilst the lack of biological relatedness 
limits engagement in issues of rivalry and competition.
However these sibling relationships were established over a number of years and therefore 
it is unclear whether the temporal sequence of these establishing relations would 
correspond with foster-birth children relationships borne out of briefer encounters. 
Furthermore, the foster-birth child relationship is further complicated by the inherent 
expectation of its temporary existence. However, this research does clearly suggest that 
despite the lack of genetic relatedness and extensive shared familial history, warm and 
positive relationships do form between children overtime within a familial context.
Attachment Theory
Bowlby's (1982) Attachment theory provides a model for understanding children's 
relational development, postulating that the quality of children's early relationship with 
their primary care-giver (PCG) is crucial to their social and emotional development. 
Attachment bonds with PCGs serve to fulfil children's needs for physical and emotional 
security. Children develop generalised cognitive-affective expectations (i.e. internal 
working models) of future relationships based upon their early experiences of the PCG's
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availability and sensitivity in relation to the child's physical and emotional needs. Thus, a 
child whose PCG is perceived as consistently responsive and emotionally attuned to their 
needs will construct a model of the self as worthy of help and others as reliable.
Contemporary literature suggests that children experience a diversification of attachment 
relationships in middle childhood (e.g., Nickerson & Nagle, 2005; Seibert & Kerns, 2009) 
with other 'care-givers', such as peers. These acquired attachments can be drawn upon to 
promote emotional needs such as a safe haven and companionship, in the absence of the 
PCG (Seibert & Kerns, 2009). This was found to occur more frequently with adolescents and 
particularly, girls (Nickerson & Nagle, 2005). It has been suggested that children with an 
insecure attachment style are likely to switch allegiances to peers or siblings to gain 
fulfilment of attachment needs; (ibid) although, without longitudinal data it remains 
unclear when this may occur. The FCBC may sometimes perceive their parents are 
unavailable due to the foster children's needs taking priority (Younes & Harp, 2007). 
Therefore, FCBC may at times draw upon others, including foster children to fulfil 
attachment needs.
However, Weiss (2001) emphasised the importance of the expectation of permanence in 
the development of attachment bonds and by definition, a relationship borne out of 
fostering would not provide the FCBC with a sense of relational permanence to the foster 
children. However, strong emotional bonds also underlie relationships which do not serve 
to meet attachment needs, such as those existing with friends (ibid). These affiiiative 
relationships were seen, like attachment relationships, to strengthen a feeling of security by 
providing a sense of social connectedness and alliance over shared goals (ibid). Affiiiative 
relationships also serve to strengthen individual's confidence to deal with challenge or 
threat and enhance quality of life.
Weiss (2001) suggested that loss of affiiiative relationships can give rise to significant 
distress due to the loss of companionship and support. However, such loss differs from the 
affective response characteristic of attachment relationship loss as it is not accompanied by 
attachment behaviours such as hopeless despair and compulsive searching. Ultimately, the 
lesser magnitude of distress experienced by loss of affiiiative relationships is thought to be 
due to the greater degree of relationship substitutability (ibid), which within the context of 
serial accommodating of foster children within a foster family, may be particularly salient.
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Thus, there is a growing body of evidence that children acquire further attachment figures 
during later childhood which serve to meet emotional security needs when PGCs are 
deemed unavailable. However the FCBCs possible development of these later bonds with 
foster children will not be reminiscent of profound attachment bonds, in part due to the 
lack of assumed permanence in the relationship and thus may be regarded as affiiiative 
relationships. Despite this, affiiiative relationships serve to promote individuals' emotional 
wellbeing and therefore loss of these relationships causes distress (Weiss, 2001).
Summary
Collectively, this section suggests that despite the lack of genetic relatedness or shared 
family history, it is possible for influential and positive relationships to develop between 
the FCBC and foster child. Whilst it is unclear to what extent foster-birth child relationships 
can fulfil attachment needs, when these relationships serve to promote emotional security 
and are then lost, possibly in a serial fashion, it is likely that distress will be experienced.
The nature of the placement endings
The context to foster placement endings vary, likely resulting in FCBC's differential 
psychological experiences of loss. Foster placement endings, when planned, are primarily 
determined according to the needs of the foster child (Department for Education, 2011c) 
with scant consideration of its impact upon the foster family. This section will consider the 
variable context of placement endings and differential immediate emotional impact this 
may have upon FCBC by drawing upon existing theory and research.
Amount of subsequent contact
Whilst contact is sometimes maintained between foster children and their foster families 
after placements end, this is not formally encouraged within foster service guidelines (i.e.. 
Department for Education, 2011c) and depends primarily upon the wishes and needs of the 
foster child.
i) Continued contact
When foster families are afforded the opportunity to maintain contact with the foster child, 
the loss of the child may be regarded as a familial transition entailing a changing intensity of 
contact and family reorganisation. The ending of foster placements will likely have family-
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wide implications, eliciting a readjustment and change to the familial network. This 
multifaceted process of change is demanding and causes strain for individuals (Dallos & 
Vetere, 2009). Carter and McGoldrick's (1988) Family Life Cycle Model suggests that family 
transitions trigger reorganisation of family members and the onset of emotional distress 
and relational problems commonly coincide with these transitions {ibid).
Divorce presents as a family transition that has received a significant amount of empirical 
attention in relation to its impact upon children's wellbeing. Whilst the implications of 
divorce are possibly more pervasive than the loss of a foster child, consulting the literature 
may inform a pathway accounting for the impact of familial transitions on the psychological 
wellbeing of children. The parent-child relationship has been considered a robust mediating 
variable explaining the transmission of distress from parents, within the context of familial 
stressors such as divorce (Hetherington et al., 1998). It is thought that parental distress acts 
to compromise the parent-child relationship by means of parental withdrawal from, or 
hostility towards, the child (Erel & Burman, 1995). Given the distress, feelings of loss and 
anxiety about foster children's future that foster carers are often reported to experience in 
the wake of a placement ending (Strouver, 1999), this mediational pathway may provide an 
explanation for FCBC's experience of distress.
The transition may also be conceptualised as a stressful life event (SLE). Grant et ai., (2003) 
defined SLEs as "environmental events or chronic conditions that objectively threaten the 
physical and, or psychological health and well-being of an individual..."(p.449). Stressful life 
events have been consistently related to heightened levels of externalising and internalising 
problems in children (Grant et ai., 2004; Grant et ai., 2003; McKnight et ai., 2002), even 
when controlling for prior symptoms of psychopathology. The impact of SLEs on children's 
psychological wellbeing is thought to be greater if there is the perception of a lack of 
control over the event (Martin et ai., 1995) as this may contribute towards a child 
developing a sense of learned helplessness. Notably, the development of learned 
helplessness is considered the most salient concept delineating the causal link between 
stressful life events and depression (Goodyer, 2001; Seligman, 1978). Given FCBC have 
reported difficulty comprehending decisions regarding placement endings and a lack of 
consultation in the process (Martin, 1993), they likely perceive a lack of control over the 
decision regarding the ending of a foster placement, whether the ending is planned or due 
to breakdown.
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Studies have differed in the range of stressors examined in terms of their nature and 
severity and whether the loss of a foster child is considered stressful is likely to differ 
according to birth children's individual appraisals of the event. However, the milder the 
stressor, the more likely its impact is to dissipate as a greater number of protective factors 
may be effective (Masten et al., 1999).
H) Loss of contact
On occasions, the loss of foster children has been experienced as akin to family 
bereavement from FCBC's perspective (Younes & Harp, 2007), likely due to the sense of 
irretrievable loss and ceased contact. There is a paucity of systematic studies examining 
children's bereavement processes (Dallos & Vetere, 2009). However, from a developmental 
perspective, children aged under eight years old are widely regarded as possessing limited 
cognitive ability to verbalise emotional experiences {ibid) and typically show more concrete 
and therefore, ego-centric thinking in making sense of the world (Piaget, 1983). Thus, 
young children's experience of loss often disrupts their sense of security and leaves them 
with a limited ability to share their emotional experience, leading to heightened anxiety or 
anger (Dallos & Vetere, 2009). This was supported by Kaplan's (1988) finding that young 
children of foster carers displayed high levels of separation anxiety and concern regarding 
their own safety and possible abandonment, within the context of foster children leaving. 
Dallos and Vetere (2009) outlined that due to a more developed conscience, children over 
eight years of age may have a greater propensity to experience feelings of guilt and sense 
of responsibility for the death of others. This was also supported by Kaplan's (1988) findings 
that older FCBC showed greater empathy towards foster children, anxiety about separation 
from them and guilt following separation. Feelings of guilt and responsibility may be more 
commonly accompanied by the use of denial as an emotional defence mechanism, which 
can result in others underestimating a child's level of grief (Dallos & Vetere, 2009).
Serial placement endings
Foster families who embark upon an extended period of fostering, particularly when 
providing short-term placements, are likely to experience multiple placement endings. 
Whilst children appear remarkably resilient in the face of transitions, as the number of 
concurrent or sequential transitions increase, so too does the risk of socio-emotional and 
behavioural problems (Hetherington & Stanley-Hagan, 1999). This implies that the serial 
placement endings may have a significant impact on child wellbeing.
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There is a paucity of literature considering the impact of multiple losses upon children's 
grief responses. Available literature concentrates around multiple bereavements within the 
adult population of homosexual men due to the prevalence of HIV. Whilst this may have 
limited applicability to the consideration of FCBC's experience of multiple losses through 
placement endings, it provides some interesting observations. Biller and Rice (1990) 
reported that recent loss reminds individuals of previous losses and thus the grieving 
process is activated for the loss of multiple individuals. Whilst the literature suggested that 
a dose-rate response is not evident, it was clear that grief was extended and heightened by 
multiple losses (Cherney & Verhey, 1996). The absence of a clear dose-rate response was 
attributed to possible habituation and adaptation in response to bereavement overload 
which could be construed as an adaptive response or indicative of unresolved grief (ibid).
Many foster families provide long-term foster placements which are usually characterised 
by placements aiming to last until children reach 18 years of age or independence 
(Supported Fostering Services, 2011). Pugh (1996) suggested that the longer a foster child 
resides with a family, the more attached the family became to the foster child. Thus, it 
cannot be assumed that more frequent placement endings present as more emotionally 
harmful to FCBC because although longer-term fostering may present less frequent 
exposure to loss, when these endings are experienced, they may entail the loss of a more 
significant relationship.
The expectedness of foster placement endings
Whilst foster placement endings are preferably characterised by the gradual withdrawal of 
the foster child, abrupt placement endings following placement breakdown are also 
experienced by some families (Barber & Delfabbro, 2003). Foster families have reported the 
criticalness of being afforded a period to prepare for placement endings in order to make 
the transition easier for the foster children (Strouver, 1999). However, existing literature 
does not cite the emotional impact of sudden placement endings on the foster family, 
including the FCBC.
The grief literature suggests that prior warning of loss is associated with better emotional 
outcomes for family members despite it causing more protracted distress (Fulton, 2003). 
Anticipatory grief relates to the processes of mourning, coping and psychological 
reorganisation that are stimulated in response to the impending loss of a loved one (Rando, 
2000). This assimilation of change and resolution of loss is widely regarded as psychosocial
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in nature. For example, Rosen (1990) outlined the importance of shared processing of 
expected loss within families, including a shared acknowledgement of the reality of loss, re­
organisation of the family system and redirection of family goals (ibid).
Whilst it has been necessary to draw upon generic theories of grief which omit a 
developmental perspective, these may have relevance to FCBC's experience of loss through 
permanent separation from foster children, given the systemic nature of the process. This 
suggests that the foster family may function better in response to anticipated grief which is 
likely to facilitate FCBC better adjustment. Thus, it seems probable that abrupt placement 
endings would result in familial grief responses which are more difficult to resolve.
Summary
This section suggests that a number of contextual factors in relation to the nature of 
placement endings are likely to influence FCBC's immediate psychological responses to the 
loss of foster children. Given that the extent of FCBC's immediate psychological distress is 
likely to engender any enduring experience of distress, it was important to delineate 
children's possible psychological experiences. Even when contact is maintained with foster 
children after placement endings, it is possible that the change in relational intensity and 
familial structure presents as a transition causing familial stress and need for adjustment 
which is associated with psychological distress in children. On occasions when contact is 
lost, the experience may be more reminiscent of a familial bereavement. This is likely to 
have different implications for children's psychological response depending upon their 
developmental stage but is associated with anxiety, sadness and guilt. Whilst there is 
limited literature on the impact of multiple losses applicable to children, adult literature 
regarding loss of affiiiative relationships suggests grief is more heightened than following an 
isolated loss. The psychological processes explaining this greater distress intuitively appear 
to have some relevance to children. Finally, drawing upon anticipatory grief literature, it 
appears that planned placement endings where there is an opportunity for familial 
preparation and adjustment is likely to attenuate psychological distress.
The possible long-term Impact
The sections above provide possible explanations for FCBC's differential immediate 
emotional experience of foster placement endings. The following section will examine
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literature relating to the possible longer-term trajectory of psychological distress and 
relational functioning.
Attachment theory
Phipps (2000) wrote of her personal experience as a FCBC and its perceived long-term 
impact upon her psychosocial wellbeing, saying that it was difficult to emotionally negotiate 
transient relationships with foster children and manage the serial losses following foster 
placement endings. She related this childhood experience to an adult tendency towards 
seeking high emotional intimacy with others through fear of otherwise losing them. Whilst 
this provides one anecdotal account, it suggests that at least in some circumstances, the 
childhood experience of serial losses of foster children may have an enduring impact upon 
the FCBC.
Attachment Theory (Bowlby, 1988) provides one framework from which to consider 
possible psychological mechanisms accounting for Phipp's (2000) experience. Phipp's 
(2000) relational behaviour and expectations appear to reflect those typified by an 'anxious 
ambivalent' attachment style, whereby due to an expectation that others will be unreliable, 
individuals seek excessive relational closeness to compensate. Insecure attachment in 
adulthood has been robustly associated with poorer relationship satisfaction and lower 
self-esteem (e.g., Kirkpatrick & Davis, 1994). Children's attachment styles develop according 
to the quality of their early care-giving (Bowlby, 1988) and thus, possibly Phipp's (2000) 
experienced inconsistency in her attachment needs being met prior to, or independent of 
the family fostering. A pre-existing anxious attachment style may have been elaborated or 
strengthened by the experience of valued relationships with foster children, which may 
sometimes have served to promote emotional security (Seibert & Kerns, 2009), 
uncontrollably ending.
Alternatively, there is some evidence that originally securely attached children can develop 
insecure attachment styles if an event (such as a family bereavement) occurs which is 
significant enough to alter the availability and responsiveness of care-giving (Waters et al., 
2000). Indeed, the distress experienced by some parents around the time of foster 
placement endings (Strouver, 1999) may result in periods of parental withdrawal meaning 
that FCBC's attachment needs are inconsistently met. Additionally some foster parents 
express concern regarding their birth children's lack of parental time (Younes & Harp, 2007) 
during fostering.
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Unresolved Grief
Some literature suggests that adults who experience difficulty processing grief as children 
are at a greater risk of long-term depression and anxiety (Saler & Skoinick, 1992) and 
impaired adult relationships (Agid et al., 1999). Whilst much of the literature is drawn from 
childhood loss of primary attachment figures, suggesting the grief to be of a greater 
magnitude, some of the processes described as inhibiting processing of relational loss may 
inform the consideration of FCBCs processing of the loss of foster children. The quality of 
parenting received following the loss is considered a determinant of children's ability to 
manage the loss (Kirwin & Hamrin, 2005). In particular, when there has been insufficient 
opportunity to express and therefore process emotional distress related to loss (Agid et al., 
1999), children have experienced difficulty in resolving grief. Foster parents' distress and 
sense of loss experienced in the context of placement endings (Strouver, 1999) may 
therefore temporarily impair their ability to validate and share their own children's distress. 
Furthermore, the children of foster parents who foster a number of children simultaneously 
in addition to their birth children may experience their parents as being less available due 
to the care demands. Furthermore, reportedly, FCBC sometimes display a reluctance to 
express their own emotional distress through the desire not to further burden their parents 
(Butler, 2010).
Additionally, the bereaved child is required to readjust to the environment in which the lost 
figure previously resided; redefining his or her roles (e.g. in relation to relative 'age order') 
and developing a new view of the immediate world without the lost one (Saler & Skoinick, 
1992). Home environments which are perceived as predictable and secure facilitate this 
process. Given that foster families often experience the prompt entrance of a new foster 
child (Strouver, 1999) and possible further losses of existing foster children, the home 
environment may be viewed as a place of uncertainty and frequent change for the FCBC.
Stressful Life Events (SLEs)
As well as predicting the onset of emotional and behavioural problems in children, evidence 
suggests that SLEs also predict the continued course of an effect (e.g. Grant et al., 2004). 
Willeman et al.'s (2008) longitudinal examination of SLEs on children initially aged between 
six and eighteen years old, found that the subjective experience of stress mediated the 
continued effect of SLEs on children four years later. Perceived stress, defined as 
experiencing difficulty in meeting demands within important life domains, accounted for
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initial psychological maladjustment and later recovery, particularly internalising difficulties 
such as low mood and low self-esteem. Willeman et al.'s (2008) inventory of stressful life 
events was composed of mainly interpersonal transitions; such as death of a friend and a 
new partner moving in, potentially showing some correspondence with the implications for 
the loss of a foster child for birth children. Furthermore, this study found that exposure to 
successive SLEs impeded recovery from internalised problems associated with an earlier 
SLE. This suggests that FCBC's potential experience of serial losses of foster children may 
strengthen the continued course of psychological maladjustment. However, longitudinal 
studies are still limited to short periods of time and thus the long-term trajectory of 
maladjustment into later adulthood remains unknown.
One mechanism through which serial stressors may produce an enduring impact is through 
children's cognitive sense-making of the events. When negative events are attributed to 
internal, stable and global causes, individuals may develop 'learned helplessness' whereby 
they perceive themselves as ineffective in controlling the occurrence of negative events. 
This causal attribution style is robustly associated with the development of depression 
(Hyde et a!., 2008). Thus, FCBC who appraise a sense of responsibility for the loss of foster 
children and expect pervasive (i.e., more widespread than the loss of foster children) 
relational losses to continue to occur may develop a sense of learned helplessness in the 
context of their social relationships. This may be particularly pertinent to FCBC who 
experience foster placement breakdowns because on these occasions FCBC are more likely 
to perceive themselves as responsible for the placement ending (Tu I ley, 2000; as cited in 
Walsh & Campbell, 2010)
Social Learning
There is general agreement that the family context has a substantial impact on children's 
and adolescent's development of emotional regulation. Morris et al., (2007) outlined that 
emotional regulation consists of 'internal and external processes involved in initiating, 
maintaining, and modulating the occurrence, intensity and expression of emotions' (p.362) 
and in turn relates to individual's emotional and social functioning. Adaptive development 
of emotional regulation helps individuals to manage emotions in socially and contextually 
appropriate ways (Eisenberg & Morris, 2002). Children's emotional regulation is thought to 
present as a significant mediator in explaining the impact of the family context on children's 
later psychosocial development (Eisenberg et al., 2003). Thus, foster families' experience of
143
multiple losses of foster children may impact birth children's long-term psychosocial 
wellbeing through its more direct effect on their emotional regulation styles.
According to theories of observational learning, children learn about emotional expression 
and regulation by observing parents' emotional management (Parke, 1994). This implicitly 
teaches children what and when emotional displays are acceptable. Morris et al., (2007) 
suggested that parents' emotion-related messages regarding stressful situations allow a 
child to determine its affective meaning and begin to regulate behaviour and emotions 
accordingly. Thus children may model their parents' emotion regulation strategies 
displayed in the context of relationship losses, such as those entailed at the end of foster 
placements. Therefore, in the familial climate of possibly serial and abrupt losses of foster 
children, where foster parents' distress may be accompanied with a lack of time to adjust 
to loss prior to and following the ending, FCBC could observe and model maladaptive 
emotional responses and management, compromising their own ability to develop helpful 
emotional regulation. Specifically, variations in parental responsiveness have been linked to 
the development of emotion regulation difficulties in older children (Kliewer et al., 1996). 
Thus, FCBC who experience periods when their parents become emotionally withdrawn in 
response to the loss of foster children may lack support and validation around their own 
emotional distress.
Summary
Several theoretical frameworks have been considered in explaining the possible long-term 
impact of FCBC's experience of foster placement endings on their relational functioning and 
emotional wellbeing. Attachment theory (Bowlby, 1988) suggests that if FCBC receive 
unreliable care-giving due to parental distress upon the loss of foster children and 
absorption in fostering tasks, they may develop insecure attachment styles, even if 
compromised care-giving is not encountered until later childhood (Waters et al., 2000). 
Insecure attachment styles have been robustly associated with poorer psychosocial 
functioning in adults (Kirkpatrick & Davis, 1994). Theories of grief suggest that grief can 
remain unresolved if there is a lack of opportunity to express and receive validation of 
distress as a child, particularly if the immediate familial environment does not afford the 
child a sense of stability and security. Further, children's cognitive understanding of 
repeated, undesired events may lead to an attributional style engendering learned 
helplessness, which is robustly associated with the onset and maintenance of depression. 
Finally, the emotion regulation styles FCBC may develop in response to distress of relational
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endings may be modelled upon foster parents' maladaptive responses, compromising 
FCBC's later modulation of emotional distress and social functioning.
Rationale for this study
This literature review suggests that under certain conditions, FCBC may experience 
psychological distress in response to the loss of foster children due to foster placements 
ending. However, the long-term trajectory of any psychological distress is currently 
unknown despite there being a theoretical rationale for FCBC experiencing enduring 
psychosocial distress and difficulties. The purpose of this study is to provide an initial 
examination of the question 'Does experiencing foster placement endings have a long-term 
Impact upon foster carer birth children's psychological wellbeing?' I aim to illuminate 
whether further research is warranted through gaining in-depth personal accounts of adult 
FCBC's childhood experience of foster placement endings and views of whether these 
experiences impacted upon their psychosocial wellbeing in adulthood.
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METHOD
Participant recruitment
Given qualitative researcher's interest in exploring the views and experiences of a particular 
population of individuals, participants were selected purposively (Joffe, 2012) to obtain a 
relatively homogenous group. The recruitment of adult children of foster carers who had 
childhood experience of living with at least one foster child in their home was achieved 
through dissemination of an advertisement (Appendix A) via email to the University of 
Surrey student and staff population. Five of the participants were recruited through direct 
receipt of the advertisement whilst eight participants were recruited through un-prompted 
snowball sampling whereby the email recipients forwarded the advertisement to 
individuals known to have the relevant childhood experience.
Inclusion criteria
Participants were required to have had experience of living within a family that fostered at 
least one child once the participant was aged eight years old or above. It is widely 
established that age-related increases in language fluency and the emergence of a sense of 
self contribute towards the onset and durability of autobiographical memory (e.g. Morris et 
al., 2010). Prior to the age of eight years, children's autobiographical memories for 
everyday events commonly lack contextual, chronological and thematic information and 
thus, are less durable over time (Burch et al., 2007).
Participants
Thematic analysis research is comprised of highly variable sample sizes (Joffe, 2012). 
However, according to Guest et al., (2006, p.76), when the research aim is "to describe 
shared perception, belief, or behaviour among a relatively homogenous group" and obtain 
rich data, then a sample of twelve is deemed sufficient. Further, given the current study is 
regarded as a preliminary investigation to determine whether the area warrants further 
research, it was thought that a sample of thirteen would be sufficient to inform us of this.
The sample was comprised of four males and nine females, all of whom identified 
themselves as of White British ethnic origin. The participants' age ranged from 21 to 53
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years of age (mean 35.9 years). Table 1 highlights the demographic characteristics of the 
sample. Culturally sensitive pseudonyms have been used to identify participants.
Use of telephone Interviews
All interviews were conducted over the telephone. Telephone interviews are used 
increasingly as a method for gaining qualitative research data as studies comparing the data 
produced by telephone and face-to-face interviews conclude that the quality is comparable 
(Carr & Worth, 2001). Given the anonymity telephone interviews afford participants, the 
method may facilitate greater disclosure of sensitive information than face-to-face 
interviews (Novick, 2008). In addition, this data collection approach allowed the current 
study to reach a wider spectrum of the relevant population due to the absence of the 
practical constraints commonly experienced in arranging face-to-face contact (Musselwhite 
et al., 2007). It was recognised that the absence of non-verbal information during the 
interview may have resulted in some loss of contextual data but it was felt that this aspect 
of the data was non-essential given the chosen data analytic approach.
In order to gain rich and valuable data in a sensitive and ethical manner through the 
conduction of telephone interviews, Musslewhite et al.'s, (2007) guidelines were 
considered. This included the provision of an initial telephone conversation to aid the 
development of rapport, whenever possible telephoning a landline, ensuring the interview 
was conducted at a convenient time for the participant within a location free from 
interruptions and affording them privacy.
147
cTO
D .
m
Q .
-CQ.
£
00o
E
(U
Q
00
tH
W
I
I
i
Q.
I
o
Î
1
I
I
Vi
re
re
I
1
1
I
!
g
1
X»
I
P
■O 4=
-5
1
1
I
I
V
00
re
V i 00
+- I I »
"Cre 3
D. T3
u re
t
«
a 2
Î
I
co
£
LO
o
Q .
3
I
<U1
I
! m m #
<N
T—I
m
OJ
> ■
o
tH
o
o>
no
CO
TO
LO
T—I
2
00
oT]-
cm
;>>
CD
O
reO)
00
re
cn
o
re-o
O
uo
re
%
00
rH
+
m
U
fsl
O
re
fM
2(/»x:
co
E
rs j
uo
re <u >■ 
IT) 
T—I
o
m
0)
re
E
<v
ono
" 5
fM
O
co
E
fs l
I / )
> ■re
- o
fM
8
rH
+
re
00
2
(X)
<u
re
E
OJ
fM
fM
O)
00c<
o
rH
2
oro
re
O)
> ■
rH
V
ro
in
c
c
<0
o
ro
O
re
rH
rH
O
> •re
■D
re
tH
2
in
LO
rH
re
00
rH
+
o
CD
U
re
2
cu
re
E
OJ
ID
ro
O
fM
re
cn
o
0)
(U
re
o
re
T3
LO
re
00
rH
+
o
r»
fM
<u
u
re
00
rH
+
o
c
(U
O)
X
fM
O
co
E
ID
O
Q.
3
re
m
o
co
E
ID
m
fM
re
00
rH
+
o
fM
fM
Cre
Ere
CO
LO
O
in
fM
re
2
OI
re
E
dj
o
fM
O
re
co
E
rH
re
fM
O
co
E
ID
ID
re
in
rH
fMro
_re
U
OI
00o
QC
Procedure (Appendix B for a detailed procedure)
Individuals who expressed an interest in taking part in the study were emailed the 
information sheet (Appendix C) and an initial telephone conversation was held to discuss 
the research. Following this, individuals who remained interested in participating were sent 
a copy of the consent form (Appendix D) and asked to provide written confirmation of their 
consent to participate. Telephone interviews were arranged around a preferred time for 
the participant when they were able to locate themselves in a private room.
Before each interview, participants were asked structured questions from the Background 
Information sheet (Appendix E). Each interview lasted approximately 60 minutes and 
consisted of a semi-structured schedule (Appendix F) which had been piloted on an adult 
FCBC. During the interview, field notes were taken to aid purposeful questioning. 
Interviews were recorded and later transcribed by myself. Following the interviews, 
participants were emailed a Debrief sheet (Appendix G) and sent a £10 gift voucher.
Ethics
This research gained ethical approval from the University of Surrey Ethics Committee 
(Appendix H). There were two main ethical concerns in planning the study relating to the 
use of telephone interviews and management of potential emotional distress. Therefore 
the interview schedule explicitly sought verbal consent for participation and audio 
recording immediately before the interview in addition to prior written consent. As a 
trainee clinical psychologist, I was prepared to use my therapeutic skills of listening and 
emotional containment in the event of participants becoming distressed during the 
interview. Furthermore, participants were offered a follow-up telephone conversation.
Data Analysts
Theoretical position
Willig (2008) outlines two principle epistemological positions; realist and relativist. The 
realist perspective argues that qualitative data mirrors reality whilst the relativism 
perspective suggests that observations of the same qualitative data may entail multiple, 
valid interpretations. A third approach, critical realism, lies between the opposing realism
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and relativism positions and assumes that data does inform us about reality but is unlikely 
to directly reflect it (Harper, 2012). Critical realists believe that there is a 'true' reality which 
is not solely socially constructed but that the theories of reality we develop and the 
methodological approaches used to investigate it are 'shaped by social forces and informed 
by interests' (Pilgrim & Bentall, 1999, p.262).
The current research topic asks about the possible impact of foster placement endings on 
FCBC's long-term psychosocial wellbeing. I believe that experiencing these, often serial, 
relationship losses may potentially have a real impact upon FCBCs' adult realities. I also 
believe that participants will have a valuable and interesting understanding to contribute to 
the examination of this topic which will reflect a truth about their experience. However, the 
constraints of the interview context and participants' reflexivity are likely to operate to 
affect their reports of the extent of a long-term psychosocial impact. Therefore data will 
provide us with one picture of what shapes and maintains FCBCs' reality, but may not 
inform us about their reality in a truly explicit and direct manner (Willig, 2012). In line with 
the critical realist approach, I will extend beyond the data and draw upon theoretical 
evidence to inform the research findings to aid the sense-making of FCBCs' reported 
experiences and understanding.
Thematic Analysis
Qualitative research serves to explore how people make sense of the world (Lyons & Coyle, 
2007). Specifically, Thematic Analysis (TA) was the chosen method for this study due to its 
flexibility for identifying themes and patterns within people's accounts whereby data is 
minimally organised in order to describe it (Braun & Clarke, 2006). Thematic Analysis is 
ideally suited to this research question because its resultant themes can be organised into a 
model providing possible associations between themes which may be suggestive of causal 
links (Boyatzis, 1998). Such a model will aid our conceptualisation of the current area of 
interest and help consider whether further, more rigorous empirical attention is warranted. 
Furthermore, TA is not tied to a particular epistemological outlook and therefore is well 
suited to the critical realism position (Joffe, 2012). I PA (Smith et a!., 1999) provided an 
alternative method of data analysis, due to also presenting as a flexible method of analysing 
individuals' experiences and perceptions. However, given I PA is attached to a 
phenomenological epistemology, it gives experience primacy where TA allows for analysis 
to be data-driven and inductive.
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Braun and Clarke (2006) stipulate that good quality TA research should demarcate the 
choices made about the analytical approach to be adopted and provide a clear rationale for 
these. I adopted an inductive approach whereby I did not have any predetermined interest 
in particular themes being constructed or a theoreticai position to uphold. Accordingly, I 
planned for initial theming to be data-driven and semantic (i.e., looking upon the surface- 
level meaning of data rather than inferring latent meaning). I recognised that themes will 
inevitably be informed by some level of interpretation, particularly during the later stages 
of analysis. However, Harper (2012) suggested that good quality analysis remains open to 
novel concepts emerging from the data but also values the consideration of relevant 
theories.
Analytic Process
The data was analysed in five recursive stages following Braun and Clarke's (2006) 
guidelines. Familiarity with the data was sought by transcription and several readings of 
each transcript. Initial ideas were noted adjacent to the data and then the entire data set 
was coded. This process involved giving equal and systematic attention to each data item 
and identifying interesting aspects of the data. Similar codes were collated along with their 
related data extracts. The process of broadening the analysis to the level of themes was 
aided by the use of draft visual representations to help consider the levels of and 
connections between themes. Resultant themes were then refined with consideration of 
Patton's (1990) criteria for evaiuating categories: internal homogeneity and external 
heterogeneity. The coherence of themes was reviewed through re-reading the 
corresponding data extracts and considering the validity of themes in relation to the entire 
data set. Refinements were made where necessary. Themes were corroborated among two 
clinical psychologists and a final thematic map of the anaiysis was formed (Figure 1).
Position as a researcher
It is important for me to outline my own experiences and values which may impact upon 
my own interpretative framework throughout this research. This is particularly pertinent 
given the critical realist perspective I have adopted which views discoverable reality as 
partly shaped by social forces and interests.
During my lifetime I have experienced a significant number of familial transitions, causing 
both permanent loss and loss with continued contact. I believe these personal experiences
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likely drew me to the current research topic through emotionally sensitising me to FCBC's 
experience of foster placement endings. As a trainee clinical psychologist, I have worked 
with children and adults who attribute the experience of familial transitions to both acute 
and long-term experiences of emotional distress. Therefore, my personal and professional 
experience of distress caused by relational transitions may have initially made me 
expectant of a detrimental impact in the current research and more sympathetic where a 
negative impact was disclosed by participants. This may have reduced my curiosity and led 
me to focus more greatly on participants' accounts which were more congruent with my 
expectations. However, from the analysis of the transcripts and perceptions of two clinical 
psychologists who read a random selection of the transcripts, it did not appear that I 
invested more interest in responses where a negative impact was outlined.
As a White British, middle class woman, I also recognise the influence of cultural and 
societal norms which inform my understanding of what constitutes a family; namely a sense 
of members' permanence removed only via death, and a chronological sequencing of entry 
into the family, through birth. I have remained acutely aware that my normative 
expectation regarding 'a family unit' is incongruent with the experience of foster families 
and this accounted for my fascination around this familial experience. I believe this 
overriding curiosity aided my adoption of an open-minded and inviting position which 
facilitated participants' provision of honest and rich experiences and understanding.
I have also considered factors which may have impacted upon participants' disclosure of 
their experiences and understanding. For exampie, it is likeiy that any assumptions formed 
with regards to my values and expectations given my stated position as a trainee clinical 
psychologist and evident research interest may have influenced participants' accounts. 
However, I wonder whether, given the conduction of interviews over the telephone, 
participants were able to form fewer assumptions about my ethnicity, age and sociai 
experiences, partially safeguarding against my impact on the interview process.
Quality and self-reflexivity
Given the non-positivist position of qualitative research, there has been significant debate 
over the manner by which it should be evaluated. Therefore, to my knowledge, no one 
unanimous assessment of quality exists. I was careful to acquaint myself with Yard ley's
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(2000) criteria of which my research fulfilled. Additionally, I considered Eliiott et al. (1999) 
who suggest that the following are important in ensuring quality in qualitative research.
Owning one's perspective
As outlined in 'Position as a researcher,' I have personal experiences, beliefs and 
assumptions relating to the research topic which likely influence the interpretative lens 
through which I have related to the research process; from the development of the 
research question to the data analysis. In order to develop transparency with regards to 
these influences and also remain mindful of them throughout the research process, I 
conducted a self-reflexive interview with a colleague before, during and after the data 
collection stage. Appendix I outlines the main themes which became elucidated during 
these.
Situating the sample
Table 1 provides the reader with a sense of the study's participants.
Providing credibility checks
Throughout my research I gained regular supervision whereby my interpretations of the 
data were discussed and the influence of my own experiences and values were held in 
mind. Dallos and Vetere (2005) proposed that the promotion of the researcher's seif- 
reflexivity through keeping a research diary and receiving regular interviews from a 
colieague would help safeguard validity. In carrying out both of these suggestions, I used 
thematic analysis to present the main themes arising (Appendix I) and consider their 
influence on my data analysis. An independent audit also allowed two clinical psychologists 
to cross-check samples of transcripts with my initiai coding, against my preliminary and 
refined lists of superordinate themes. These colieagues independently coded 15% of the 
data in order to caiculate correspondence between the initiai coding and data it was drawn 
from. Concordance between coders was calculated as 87%, indicative of 'a high level' of 
inter-coder consistency according to Harper (2012)^ .^ Inconsistencies within doing so were 
discussed and re-coded.
Harper (2012) suggests that concordance between raters’ coding that exceeds 75% is reflective o f  a 
sufficiently high level o f inter-rater reliability.
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Grounding interpretations in data
A transcript extract has been provided in Appendix J to share the interpretations I have 
made with the reader. Adopting an inductive analytical approach further safeguarded the 
adherence of the analysis to the data as well as including direct quotations in 
correspondence with resultant themes.
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RESULTS
The data analysis produced five overarching themes, with seven subthemes (Figure 1). 
Often the themes most relevant to the research question are explored in detail when 
limited space does not allow for full discussion of the rich data. However, given that all of 
the superordinate themes are pertinent to the research question, I decided to discuss all of 
them. Their discussion will be grounded in verbatim extracts from the participants' 
transcripts to illustrate the descriptions and understandings of the themes that have 
emerged from the data.
(UN)
CERTAINTY CONNECTEDNESS
EXPERIENCING
ABSENCE
During childhood
During adulthood
PSYCHOLOGICAL
GROWTH
RELATIONAL
ADAPTATION
Coping Acceptance
ControlTemporariness Fostering Function Emotional Sensitivity
Enduring
distress
Figure 1: Thematic map
The main themes and subthemes are presented in Figure 1. The figure depicts the inter­
related nature of the three contextual themes (Un)Certainty, Connectedness and 
Experiencing Absence which are apparent in the immediacy of foster placement endings. 
The subtheme of Experiencing Absence; Enduring Distress, extends across time into 
adulthood. Whilst the two themes Reiationai Adaptation and Psychoiogicai Growth relate 
to the long-term impact of foster placement endings on birth children. The dashed line
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represents temporal separation and a recognition that other factors unrelated to FCBC's 
childhood experience of fostering will contribute to the development of the adult self.
Summary of main themes
The first main theme, (Un)Certainty, highlights the prevalent sense of uncertainty within 
foster families' lives at every stage of fostering; from the entry of an unknown foster child 
to the future plans for previous foster children which were unknown. There was a sense of 
tension between the desire for greater clarity and knowledge but also the experience of 
certainty making distress more prolonged. The temporary nature of FCBC's relationships 
with foster children presented as a certainty which often seemed difficult to manage 
emotionally. The expectation that relationships with foster children would be temporary 
presented as one exception which often proved a painful certainty to manage. There was a 
picture of FCBC's lack of control over their home environment and relationships with foster 
children as well as an empathie recognition of foster children's lack of influence over their 
lives. The FCBC spoke of strategies to implement greater control to manage the eventual 
relational losses. Paradoxically, a lack of influence was sometimes perceived as protective, 
particularly over the decisions for placements to end.
The second theme. Connectedness, emphasises the emotional bonds that commonly 
existed between all members of the foster family. A strong picture emerged around foster 
children's assimilation into families, resulting in FCBC's relationship with foster children 
typically being regarded as akin to that of a sibling. A number of factors appeared to 
account for the level of connection, including the extent to which the foster children's 
presence aided family functioning and wellbeing. Family connectedness was also associated 
with members' sensitivity to each other's distress, particularly around placement endings. 
This frequently led to family members concealing their own distress to prevent 
exacerbating others' distress. Paradoxically, sometimes foster parents' sensitivity to FCBC 
appeared compromised due to their own distress around placement endings or denial of 
fostering having a possible negative impact upon FCBC.
The third theme. Experiencing Absence, portrays how the ending of foster placements was 
experienced emotionally by the FCBC and their families. It appeared clear that families' 
emotional responses varied according to the quality of the relationship with the foster 
child. The FCBC commonly experienced distress which was sometimes heightened enough
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to impact upon daily functioning and deter families from continuing to foster. The FCBC's 
emotional experience of the endings was associated with the level of acceptance they felt 
towards fostering within their family. There is a focus upon individual, family-wide and 
environmental factors which hindered or aided FCBC's coping with the loss. Families 
appeared to develop a collective approach to distress management although sometimes 
this was incongruent with FCBC's needs. Some of the distress experienced through the loss 
of foster children appeared to endure into adulthood; namely guilt and sadness. The 
strategies used to manage adult emotional distress often seemed to mirror those prevalent 
within the foster family and at the time of placement endings.
The fourth theme. Relational Adaptation, focuses upon the manner by which FCBC develop 
and maintain relationships as an adult. There was a strong suggestion that adult relational 
functioning is partially shaped by the early experiences of transitory relationships within 
the context of uncertainty and uncontrollability. The FCBC spoke of becoming sensitised to 
uncontrollable or painful relationship endings during childhood which sometimes led to 
compensatory efforts to ensure adult relationships endured, even when perceived as 
unhelpful relationships. The FCBC also spoke of investing significant time and effort into 
developing relationships swiftly which was related to childhood experiences of swift and 
serial relationship development.
The final theme. Psychological Growth, emphasises some of the ways in which the FCBC 
believed the experience of fostering to shape their values, beliefs and identity. A strong 
picture emerged of the FCBC's sociability and adaptability to change. Their heightened 
sense of empathy and responsibility for the wellbeing of others frequently appeared to lead 
them to work within pro-social professions. As well as considering how the childhood 
experience of foster placement endings may have shaped their personhood, FCBC also 
related qualities described in this last theme to their overall experience of living within a 
family that fostered.
Main theme 1: (Un)Certainty
The FCBC repeatedly talked about the level of predictability regarding when a foster 
placement was likely to end, suggesting that knowledge of the future of relationships with 
foster children was an important consideration for FCBC. Whilst the length of some 
placements was predetermined from the outset, others remained undefined sometimes
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leading to extended periods of uncertainty and a search for greater clarity: "...You didn't 
know If  they were gonna be with you for months or years. Any potential dues to how long 
they'd be with us seemed really important" (Helen). Despite often seeking certainty 
around when foster placements would end, possessing knowledge of placement duration 
was sometimes experienced as more distressing; suggesting that not knowing of impending 
endings could lead to less protracted distress and therefore be preferable, even if as a 
result endings felt more abrupt: "... [the placement ending]... was made worse by
knowing a few weeks In advance when he'd go because It became a count-down which 
painfully drew It out. There's something to be said for children leaving unexpectedly" 
(Roger). Frequently, in conjunction with the uncertainty surrounding timings of placement 
endings was the entry of an unknown foster child successor. FCBC commented on their 
preference for current foster placements to continue in order to avoid the uncertainty of a 
new child entering the family, irrespective of the quality of the existing relationship: "I was 
concerned about who I would be sharing my bedroom with next...not knowing who would 
come through the door next. It felt like "better the devil you know" (Dennis).
In addition to FCBC considering the 'unknowns' of fostering in relation to its impact upon 
themselves, they also experienced empathie uncertainty on behalf of foster children, 
leading to a sense of concern for foster children's future wellbeing. The FCBC frequently 
wondered about the foster children's subsequent provision of care and desired more 
information. A number of FCBC recounted that their and the foster children's collective 
sense of not knowing what the foster child's future held made the ending more distressing: 
"A family member claimed them...but the kids said they'd never heard of him and didn't 
know who he was and that was so horrible knowing that somebody was claiming them 
who they didn't know and we didn't know. That made It much more difficult to let them 
go" (Angela). Foster families' receipt of information about foster children's subsequent 
care arrangements and wellbeing varied widely. When foster families were afforded no 
further information, they often seemed to continue to wonder how the foster child was 
faring. This was in contrast to times when the family received news of foster children's 
subsequent lives which seemed sufficient to cease questioning their future wellbeing: "At 
times we'd wonder how she was doing. We didn't know anything about her new life; 
where she was, what her new family were like and how she was getting on. That did 
leave us wondering. I would spend longer thinking about the children we didn't hear from 
than the ones we did hear from" (Samantha).
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Sub theme la : Temporariness
The time-limited nature of FCBC's relationships with the foster children was strongly 
emphasised and appeared to present as the sole, inevitable certainty surrounding fostering: 
"...I had a relationship with them whilst they lived with us and when they left, I didn't 
anymore. It just became what to know and expect" (Caroline). Whilst FCBC held a clear 
expectation that these relationships would be temporary, it often seemed that this aspect 
of the relationship became less salient over time suggesting that it may present as a 
certainty too difficult to bear: "...You Just can't think on a day-to-day basis that you will 
not know them forever, that gets forgotten. The longer they stayed with us, the harder It 
was to remember that they wouldn't be part of the family forever" (Fiona). The temporary 
nature of relationships became clearer over time having experientially lived through a 'full 
cycle' of fostering: "Somebody would go and somebody else would come along and It 
would start all over again. That became Increasingly clear to you once you'd experienced 
the same drill a couple of times" (Molly).
Subtheme lb : Control
When the temporary positions of foster children within foster families was salient, FCBC 
sometimes tried to prevent the development of emotional bonds with the foster children 
as a means of self-protection: "When we did short-term fostering...we protected ourselves 
more over the ending and tried to keep a distance emotionally. In your head, you say "I'm 
not gonna get too attached to them" (Dennis). However, the development of an emotional 
bond was sometimes unavoidable: "You can try not to get attached but If  It's going to 
happen It will. You can't keep a distance from these children to stop It... Before you know 
It, you're attached to them" (Claire).
Many of the FCBC felt that the foster placements ended against their wishes and those of 
the foster children, leading to frustration and anger. There was often confusion over who 
held power in the decision making but sometimes FCBC recognised their parents' 
powerlessness too: "I remember being really angry with Mum for letting him go and 
pleading with her to make him stay ...ultimately It wasn't In her control though... I really 
wanted to stop It from happening but couldn't" (Roger). Powerlessness around the 
placement endings was sometimes preferable with FCBC believing that had their family had 
greater influence, they would have experienced guilt through their greater sense of 
responsibility: "It Is almost a relief to be out of your hands. We'd feel guiltier If  we were
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more in control because It would be like we were giving up on the child rather than them 
being taken away by outside forces" (Helen). However, FCBC routinely tried to implement 
some control over their own 'goodbyes' with the foster children. For example Samantha 
shared: "I would make sure I was out at a friends' house at the actual time that the 
adopters came to pick up the children. It was my way of trying to have some control. At 
least I could decide when and how to say goodbye. "
Main theme 2: Connectedness
Commonly, the foster children became regarded as siblings to the FCBC with an 
accompanying sense of trust, protection and adoration: "She was just one of the
famlly...llke a regular sister. Being a big sister, she was really protective of me and I was 
quite protective of her too because of what she'd been through In the past. I shared 
secrets with her and trusted her and loved her. I'm only distinguishing her from my birth 
sister for the sake of this research" (Samantha). Foster children and parents, particularly 
mothers, tended to also develop strong emotional bonds: "Mum In particular was very 
close to all the children. She genuinely loved them... and they were always really fond of 
her too" (Brian). The FCBC usually recounted having close and warm relationships with 
their parents with reports of sufficient individual attention and care: "...I had a really good 
relationship with my parents. Obviously the more children there were, the less attention 
you got Individually but It was fine. I was still very close to my parents and felt very loved" 
(Catherine).
Close emotional bonds could develop between FCBC and the foster children swiftly, 
particularly when the children were the same gender, a similar age or when foster 
placements involved a concentrated period of close: "I became really attached to Steve^  ^
because he came In a summer holiday so although he wasn't with us for more than a 
month-lsh, I spent a lot of good quality time with him" fC/o/rej.Without exception, FCBC 
spoke of their parents efforts to treat foster and FCBC equally in all aspects of familial life. 
In general this was associated with FCBC developing positive relationships with the foster 
children: "They were never treated any differently to us. My parents wouldn't have 
allowed for that. I always remember when Graham was offered a school trip abroad...
Foster children’s names were replaced with pseudonyms to preserve anonymity.
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The social workers said that they would pay for him to go and my Mother said "no, I 
couldn't afford to send any of my children on this trip and he Is part of the family so he's 
not going" (Carl). However, negative relations did sometimes exist between the FCBC and 
foster children. These were often attributed to the foster children displaying verbal or 
physical aggression towards the family or a sense of rivalry and competition existing 
between the children: "I did really dislike her and I think It was because I fe lt
threatened...as a little girl you would find It hard. You want what they have...the same 
toy...when she gets a bedtime story, I wanted one. I just think I found It hard for her to 
have attention from my parents" (Claire).
Subtheme 2a: Function of fostering
The FCBC perceived some foster parents, particularly mothers, as being strongly invested 
within the role of fostering, finding it a means to bolster their own emotional wellbeing. 
This additional function of fostering seemed to strengthen familial bonds with the foster 
children: "...It was something that she enjoyed and helped her sense of self, we felt 
relieved that Mum was a bit happier. She was actually probably better when there was a 
baby and Ironically we functioned better as a family...This made me even fonder of the 
babies because they were doing something for us too." (Fiona). Fostering was sometimes 
regarded as aiding the marital relationship by providing a common focus for spouses which 
meant in its absence, marital relations could become perceived as strained: "My parents 
needed to foster to be happy together... I think their relationship was so much to do with 
being parents and there wasn't a lot of common ground between them apart from that so 
fostering definitely helped their relationship. Things between them were tenser without 
the children" (Roger). Sometimes foster children provided families with a substitute for a 
further biological member: "Mum had suffered mlscarrlages...so they couldn't have any 
more kids. It was like a substitute to them having more children themselves. I was aware 
of being an only one too so It was the closest I got to having a real sibling" (Vivian).
Subtheme 2b: Emotional Sensitivity
The FCBC and their parents often became distressed upon witnessing foster children 
displaying hostility towards one another, causing family-wide distress: "My parents are 
such sweet caring people they would never have provoked an argument. I know they 
didn't deserve her being aggressive towards them. That upset me because they were 
upset" (Angela). In response to this vicarious distress, FCBC would sometimes intervene in
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an act of parental protection: "When I saw my Dad upset... it would sometimes be enough 
for me to have an argument with the foster child about It. I was quite protective of my 
Dad" (Helen).
Due to empathising with the foster children, FCBC became distressed when the foster 
children were upset, particularly around the time of placement endings: "My heart went 
out to the children when they left us. I can only Imagine how daunting It must be to move 
on to somewhere else and start afresh. It was very upsetting" (Dennis). Additionally FCBC 
were conscious of how their own distress, particularly around placement endings, caused 
parental concern. The prospect of causing parental distress often acted to further 
exacerbate their own distress: "I know It was hard for my parents to see me unhappy. I 
didn't want them to be upset or worry about me being upset but knew they probably 
would. That kinda made me feel worse too" (Vivian). Therefore FCBC attempted to protect 
their parents from further burden by concealing their own distress: "I wouldn't cry In front 
of my parents. I'd go to my room or go out. I think because they were upset I didn't feel 
able to talk to them about It and show how I was finding It cos I didn't want to make It 
harder for them" (Roger). Similarly, foster parents often concealed their own distress 
around placement endings in an attempt to protect their birth children from further 
distress: "My mum would be cut up too but...She never showed us she was really upset... 
She Is a very strong woman... She'd protect us from It I suppose" (Brian).
Paradoxically, foster parents were perceived as sometimes over-estimating their children's 
emotional resilience and therefore not providing sufficient emotional support around the 
time of placement endings. The FCBC also suggested such parental insensitivity was due to 
parents finding it difficult to acknowledge any adverse impact of fostering on their own 
children: "My Mum's style generally would be to say "Oh no, she's fine" and dismiss the 
possibility that It was upsetting for me to have these children leave. Or at least think I 
could cope fine. I think perhaps she couldn't allow herself to think there could be a 
negative Impact upon me" (Fiona). Following placement endings some parents, particularly 
mothers, became withdrawn. This acted to reduce their physical availability and emotional 
sensitivity to the emotional needs of their FCBC. Sometimes FCBC recounted a need to 
support their parents: "I remember her seeming a bit distant after the children left. She 
was a bit preoccupied and sad. It meant that I couldn't expect to get any support from 
her. I would feel a need to support her" (Samantha).
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Main theme 3: Experiencing Absence
Sometimes the ending of a foster placement had no apparent emotional impact upon the 
FCBC. This generally occurred when the foster child had been with the foster family for a 
brief period of time, preventing a strong emotional bond from developing: "Because we 
didn't have the children for longer than a few  months In general I didn't feel anything 
when they left. I didn't feel as though I would miss them 'cos I hadn't had time to get 
attached to most of them" (Helen). On occasions when the birth child's relationship with 
the foster child had been characterised by aggression or rivalry, the ending of the foster 
placement was experienced as a desirable event with an accompanying sense of relief: 
"...He had put my head through a glass window so I remember sort of celebrating when 
he left" (Caroline). However, the vast majority of placement endings were experienced as 
emotionally distressing for the FCBC due to the loss of someone with whom an emotional 
bond had developed: "It was very traumatic and upsetting when Grace left. In fact It was 
one of the worst days of my life. I was so attached to her; It was as though I lost my sister. 
Why would you ever want that to happen?" (Samantha).
Frequently there was no continued contact with foster children following placements 
ending. Sometimes FCBC described these endings as akin to a bereavement, accompanied 
with a gradual realisation and adjustment: "It was like losing someone through death 
because ultimately I had no contact but still lots of reminders that they'd once been In my 
home which made me sad. I didn't truly comprehend what It would be like without him 
until weeks after when It began sinking In. It was a gradual grieving process" (Roger). 
The FCBC were often aware of foster children's wish for permanency within the foster 
family resulting in them experiencing a sense of 'survivor guilt' due to their own 
permanence: "Rory had been really open about not wanting to go. That made me feel 
really guilty for being the lucky one who always stayed" (Catherine). Sometimes, 
particularly following long-term placements when a close emotional bond developed, the 
loss of the foster child caused significant enough distress to impact upon FCBC's academic 
and social functioning: "I couldn't concentrate or settle to work. I didn't really care 
enough about my work. I was quite moody and quiet with my friends too" (Vivian).
There was recognition that foster mothers often found endings particularly difficult to 
manage emotionally due to their greater proximity to and acquaintance with the foster 
child: "We didn't have the same feelings about them leaving as Mum and overall were 
less upset than her...she knew their history and whether they were going back to
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something that she was worried about..." (Caroline). Sometimes the familial distress 
experienced in response to the loss of foster children was significant enough to deter 
families from further fostering: "When they left I think that was when my parents decided 
we might not do this again because It was too much of a wrench for us all" (Brian).
Subtheme 3a: Acceptance
The FCBC who had minimal experience of family life prior to fostering conveyed a greater 
sense of acceptance of the transitions inherent within it. However FCBC who had clear 
memories of non-fostering family life displayed more resistance to fostering: "We started 
fostering when I was 11 years old, I kInda had an expectation of what family life should 
be, based on those earlier years so fostering was a bit of a shock to my system. Had I been 
younger when we started, I wouldn't have known any different. But suddenly I had to 
share the place with other children, had less time with Mum and Dad and then have these 
kids walk out of our lives just as they had walked In. It was a massive contrast to life with 
just the three of us." (Roger). Accordingly, those FCBC less accepting of fostering regarded 
it as an abnormal familial experience, particularly the serial loss of relationships from within 
a family context: "It's quite unnatural really...to have that many relationships come to an 
end as a child. Especially relationships with other kids who'd been such a big part of 
family life" (Caroline).
Despite also regarding the fostering experience as abnormal, some FCBC found that the 
lived experience of multiple foster placements facilitated adjustment to it: "When you have 
so many children coming In and out. It becomes a normal way of life. It's like you almost 
develop a warped view of family being a number of people traipsing through your life" 
(Claire). Commonly, greater acceptance of placement endings appeared to help alleviate 
FCBC's distress around this time: "It wasn't a huge thing that had a big Impact on my life 
really. That sounds very harsh but you just get used to It because there are so many 
endings... It just became part of our lives" (Helen).
Subtheme 3b: Coping
A significant protective factor in helping FCBC cope with the transitions of fostering was the 
wider familial stability which allowed birth children to maintain a sense of emotional 
security: "...[The endings] didn't affect me badly because there were a lot of people who 
didn't leave and were a constant In my life. I always had Mum and Dad...brother and
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sisters around and knew that I wasn't going to lie  put into foster care or go anywhere" 
(Angela).
The FCBC voiced a clear preference to remain in contact with foster children with whom 
they had developed a valuable relationship following their removal. Despite this not always 
being accommodated, when it was possible, the prospect of being able to maintain some 
level of connection alleviated the sense of loss: "/ used to stay In contact with those who I 
fe lt close to. It was much easier If  we knew we were gonna stay In touch or they were 
gonna live In the same area and we might bump Into them" (Molly).
Whilst the successive entry of a new foster child sometimes presented as an additional 
stressor which exacerbated the emotional distress, it also sometimes provided a helpful 
distraction from the absent foster children: "You get another child within a short space of 
time and that really helps because you have to get on welcoming the new child which 
distracts you from the last one" (Dennis). However, if a placement ending coincided with 
additional, unrelated stressors or transitions, the accumulative stress made coping with the 
loss of foster children harder: "It was particularly hard to cope with Amelia leaving, 
because It happened around the time that I started secondary school. I probably could 
have dealt with either In Isolation but together It Involved a lot of change" (Catherine).
Some families would share their distress with one another, jointly processing the loss. 
Whilst this was generally regarded as the preferred approach for FCBC, other families 
managed the distress individually which appeared to maintain the distress for longer. The 
approach families adopted to managing the endings was usually oriented around that of 
the parents, even when this was incongruent with what the FCBC desired: "My Mum's 
style throughout our life has been that once something Is over and If  It's been emotionally 
painful, actually It's over and you can forget It...that style of not talking about painful 
things was the prevalent thing In my family... I would have preferred to be able to talk to 
family members because I think that would have helped. But I had to deal with It 
Individually which probably made feelings linger for longer" (Fiona).
Sometimes the FCBC recalled finding it difficult to acknowledge the permanent loss of the 
foster children and their previous existence within the family home. Distraction was 
commonly used as a strategy to help prevent the need to acknowledge the loss. 
Additionally, some FCBC spoke of avoiding or removing any objects associated with the 
foster children's existence: "I remember going around the house and collecting together
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all the toys Toby used to play with and hiding them away. I didn't want to see anything 
that would remind me that he used to live with us..." (Molly). Additionally, some FCBC 
spoke of the difficulty in understanding why it was not possible to continue a relationship 
with the absent foster child. Brian used a particular cognitive strategy to help manage his 
distress associated with the lack of possible contact: "I told myself that they had gone 
abroad because that made It easier to think about not being In touch because...lt kinda 
made me think there wasn't an option" (Brian).
Subtheme 3c: Enduring distress
When FCBC experienced distress in the immediacy of placement endings, they often 
perceived the experience as having a lasting impact upon them as adults: "It was such a 
horrible tlme...we all felt so upset. It's not surprising they are times that still affect me." 
(Samantha). Particularly prevalent was the long-term sense of guilt relating to the FCBC's 
appraisal of their relatively privileged childhood. The FCBC sometimes experienced 'survivor 
guilt' which endured into adulthood. Molly associated the long-term guilt with 
experiencing periods of depression as an adult: "I've always been aware that there's 
someone worse off than me to the point that It causes me problems...When I've been 
depressed. I've often fe lt guilty that I was the child who always remained within my 
family where others came and went. Perhaps I didn't deserve the secure and happy 
childhood I had. Why did I get that when others clearly didn't?" ^Molly). Continued 
sadness was experienced by some FCBC in connection with lost relationships with foster 
children whom they had developed particularly close emotional bonds with. Whilst the 
sadness was not often experienced on a daily basis, occasional thoughts of the lost 
relationships were met with a continued sense of missing and desire to regain contact: "I 
don't think about Lucy on a dally basis but when I think about my childhood then that's 
usually thinking about times with Lucy too. That always gives me a pang for her. I am still 
capable of feeling really sad about losing her from my life. I find It difficult thinking there 
Is somebody out there who I knew Inside out and now I haven't got a clue what they are 
dolng...l still find myself thinking It would be nice to bump Into them" (Vivian). Some FCBC 
spoke of their sense of being a small and insignificant part of the foster children's lives and 
how this had sometimes led them, as an adult, to question their importance to others 
causing some anxiety: "It made me think that I'm not Important to some people... that 
you are only a small, brief part of their life and you don't know whether you had any
166
impact at all. I still worry about whether Tm as Important to others as they are to me" 
(Angela).
There was a strong suggestion that FCBC continued to attempt to control and avoid 
emotional distress when this had been an approach that foster parents modelled around 
the time of placement endings. As adults, FCBC who used this approach often found it 
meant distress lingered for longer or even worsened: "Like when the kids left and I kept 
myself busy with my friends and school work so I didn't think about them, I still keep 
myself busy to stop myself thinking of things that are too hard or upsetting. It always 
catches up with me eventually though and hits me twice as hard!" (Samantha). The FCBC 
who tended to conceal emotional distress elicited from placement endings as a child also 
spoke of continuing to manage distress individually as adults. Fiona spoke about how this 
strategy sometimes meant that distress accumulated until it was difficult to contain and 
how it led her partner to feel distanced from her, causing her secondary distress: "I still use 
the bottling up approach now too. I'm quite private with my feelings. Sometimes It means 
I get to the point where things just build up and up and up until It explodes a blt...and I 
know my partner finds It hard not knowing what's always going through my mind and 
that's then hard for me too" (Fiona)
Main theme 4: Relational Adaptation
Some of the FCBC experienced heightened distress when valued relationships ended in 
adulthood which they sometimes attributed to an association with distressing childhood 
relational transitions and the triggering of painful emotional memories: "In the past, 
particularly In relation to Intense and sexual relationships or really close friends. I've had 
a huge capacity to really, painfully miss people. As a child I did experience strong feelings 
of missing the foster chlldren...and I became sensitised to people leaving my llfe...later 
breaks In relationships tapped Into existing emotional memories of missing people and 
that amplified relationship endings as an adult" (Fiona). Frequently, FCBC also spoke of 
being sensitised to uncertainty and uncontrollability in relationships. In response to this, 
some FCBC talked of investing significant time and energy in maintaining relationships in 
order to maximise certainty that they would endure and actively control their course. This 
was explained by some FCBC as a means of compensating for the lack of relational control 
and certainty with foster children during their childhood: "I don't like giving up on things
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easily. If  things are Important to me I don't want to lose them from my life... I guess It 
gives me a sense of security If  I know I can put the effort Into keeping things going and 
present In my llfe...when the children left It was out of my control, so It's like a way of 
compensating for that" (Catherine).
Attempts to avoid encountering transient relationships were common and if FCBC 
appraised themselves as lacking the capacity to invest thoroughly in a relationship, they 
were sometimes avoidant from the outset: "If I'm going to have a friendship with 
someone, I make a project of It and want to do It well. I'm not somebody who just skims 
along having short-lived encounters with people. I put a lot of energy Into relationships. If  
I think I haven't got the energy, I won't go there In the first place" (Dennis). Those FCBC 
who appraised relational transitions as emotionally painful, also mentioned a reluctance to 
consciously curtail relationships, even when they were deemed unhelpful relationships to 
maintain: "It's quite dlfflcult....to have that many endings as a child... now If  I can possibly 
stop that from happening I will. I would hold on to people who were very bad for me... 
Even ex-boyfriends when the relationships haven't ended particularly well and It was a 
bad relationship. I find the letting go very, very difficult. Once they've been Important to 
me I find It painful that they are not a part of my life anymore" (Molly).
Angela also spoke of a drive to be overly helpful and accommodating of others' needs and 
wishes, even if this was detrimental to meeting her own needs. This was attributed to a 
need to have adult relationships recognised as significant having not known her lasting 
importance to past foster children: "...I like to be a really helpful and caring friend. I'll drop 
everything to be with a friend who needs me even If  It's not a good time for me. I have to 
be Important to others...! hate the thought of not being Important and memorable to 
some of the kids In the past".
Main theme 5: Psychological growth
Having experienced recurrent and often uncontrollable change during childhood, FCBC 
spoke of a paradoxical sense of acceptance of both relational transitions and wider changes 
within adult life and a learnt adaptability to change: "[Placement endings]... taught me to 
be accepting of changes, people leaving my life and new things. I'm sure these things 
would be more upsetting for other people who didn't learn to cope with change at a 
young age" (Helen). Accordingly, adult experiences of change and novelty were often
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negotiated with confidence, from which enjoyment was sought: "I love meeting new 
people and having new experiences. I get a buzz out of It. I'm not shy of new things and 
I'm happy meeting people I've never met before" (Caroline). Typically FCBC reported 
confidence in developing new relationships which was attributed to the childhood 
experience of meeting and rapidly becoming acquainted with new foster children. 
Friendships were reported to develop promptly through the deliberate use of strategies to 
promote closeness: "I tend to become close to people quite quickly as an adult. I'm good 
at sharing stuff about myself and trusting people quickly. I'll suggest going for drinks with 
new friends a lot and Initially spend a lot of time with them In an effort to become close. I 
became so good at relating to new children quickly and developing those relationships 
quickly." (Carl). Further, FCBC spoke of seeking social stimulation and valuing time spent 
amongst others. This was often attributed to a childhood acquaintance with varied social 
contacts and frequent exposure to meeting new people: "I am quite a sociable person, I'm 
used to having a lot of people around me all the time and lots of social stimulation... I do 
try and keep myself with people a lot of the time. It's just always been my norm so where 
I feel most at home I suppose" (Dennis).
There was a strong picture of adult FCBC experiencing heightened empathy towards others' 
distress and misfortune, particularly in relation to relational losses, which was associated 
with observing foster children's distress around placement endings. FCBC felt particularly 
strong affiliations to children and young people who experienced difficult lives: "I'm really 
able to feel others' pain when they have difficult lives, particularly when people are upset 
about relationships coming to an end for whatever reason. I guess I've been there so 
understand more." (Roger). This heightened empathy often appeared coupled with a sense 
of responsibility for the wellbeing of others as a corrective response to the lack of influence 
over foster children. It consistently led FCBC to pro-social professions which drew upon 
these qualities: "...As a teacher, I want to really look after my pupils' best Interests. I 
Imagine that a lot of teachers are only Interested In teaching but I think we are In a 
position of so much responsibility In terms of caring for children. I'm sure I entered 
teaching because of seeing foster children with difficult backgrounds when I couldn't do 
much and wanting to work closely with them to make their lives better" (Brian). 
Somewhat surprisingly, the majority of FCBC either currently fostered children themselves 
or held a strong desire to. Despite the distress and upheaval they frequently reported 
within their own childhood, they felt that it was a sacrifice worth making: "It was a really
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positive thing and that's the thing I've thought over the years and It's now prompted me 
to wanting to do It" (Claire).
Outcomes of credibility checks
The thematic analysis of my self-reflexive interviews and diary (Appendix I) emphasised key 
themes of 'researcher curiosity', 'idiosyncrasy of familial experiences,' 'relational bonds,' 
'emotional pain' and 'resilience'. This suggested that some of my expectations regarding 
the research topic corresponded with the data findings. Therefore I was careful to ensure 
that the themes were truly grounded in the data, which I was able to confirm.
The independent audit found the superordinate themes to be grounded in the data and 
meaningfully linked with their sub-themes. Discussions prompted by the audit further 
enabled me to refine which emergent themes were best clustered together to produce 
higher-order themes, for example collapsing the themes of 'Protectiveness' and 'Mutual 
Empathy' into a broader theme of 'Emotional Sensitivity.'
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DISCUSSION
The following discussion will consider FCBC's understanding of whether their childhood 
experience of foster placement endings had an enduring impact upon their adult 
psychosocial wellbeing. The five emergent themes that appeared to underpin the FCBC's 
accounts will be summarised and considered in relation to one another. With reference to 
existent theory and research, I will discuss how they may begin to aid our understanding of 
reasons for the presence or absence of an enduring psychosocial impact. The clinical 
implications of these findings, methodological limitations and future research will also be 
explored.
Summary of findings
The FCBC reported a prevalent sense of uncertainty and lack of control within the foster 
family environment, relating to past, present and future fostering decisions and 
experiences. One clear exception to this was FCBC's, often distressing awareness of the 
temporary nature of their relationships with the foster children. The lack of control over 
certain aspects of fostering, particularly around placement endings sometimes led to FCBC 
actively trying to implement greater control. Generally there was also a picture of 
significant emotional connections developing between all foster family members. A number 
of factors seemed to facilitate FCBC's emotional connections to the foster children, 
particularly congruencies of age and gender or the perception that foster children aided the 
families' functioning. It appeared clear that FCBC's emotional experience of foster 
placement endings varied according to the quality of the lost relationship. Indeed, the 
distress experienced by FCBC could reach significant and even debilitating heights. The 
FCBC's level and management of distress was associated with a number of factors relating 
to the familial and wider environment, individual and family-wide coping strategies and the 
FCBC's level of acceptance of fostering.
Sometimes the FCBC perceived the immediate distress experienced around foster 
placement endings as enduring into adulthood; particularly guilt and sadness. Furthermore, 
FCBC indicated some correspondence between the use of unhelpful emotion regulation 
strategies as a child in the management of distress from placement endings and those used
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as an adult. Many FCBC attributed sensitisation to uncertainty and uncontrollability within 
their adult interpersonal lives to their childhood experience of transient relationships with 
foster children. Sometimes this was associated with adult compensatory approaches to 
making and maintaining relationships. The FCBC also attributed their childhood experience 
of fostering to the development of pro-social qualities and adaptability to change.
Implications
When distress was experienced by the FCBC in the immediacy of placement endings, they 
often perceived there to be a long-term impact upon their psychosocial well-being. Initially 
I will discuss FCBC's understanding of the factors relating to the immediate experience of 
distress around placement endings. I will then outline FCBC's understanding of why an 
enduring impact was experienced.
Factors that lead to immediate distress upon foster placements ending
The extent of emotional connection
In support of Weiss (2001), the degree of distress experienced upon the loss of the foster 
children appeared to be associated with the quality of the FCBC's relationship with the 
foster children. When FCBC's relations with foster children were characterised by rivalry, 
aggression or had been relatively short-lived, they were generally associated with less 
distress or even relief upon ending. However, short placement lengths were not always 
regarded as preventing relational bonds developing with the foster children and therefore 
protecting the FCBC from distress. Some FCBC reported that emotional connectedness 
could develop within a month if the children spent a significant amount of time together or 
shared congruencies of age and gender. Therefore, despite these children having limited 
shared familial histories, in accordance with existing literature, the intensity of daily shared 
experiences (Bryant, 1982) and number of congruencies in other characteristics (Bank & 
Kahn, 1982) appeared to primarily facilitate the development of relational bonds.
Relationship continuity
The FCBC frequently spoke of their wish to maintain contact with the foster children after 
placement endings, supporting Reed's (1994) finding. This desire was attributed to their 
appraisal of the relationship with the foster child as being valuable and their belief that
172
continued contact would attenuate their sense of loss. When continued contact was not 
facilitated, FCBC often reported experiencing greater sadness, sometimes regarding the 
stark and irretrievable loss as akin to bereavement. Some FCBC reported a gradual 
realisation that the foster child would not be returning to the foster home. Despite many of 
the foster-birth child relationships likely reflecting affiliative relationships, this adjustment 
process appears similar to that outlined by Worden's (1996) 'tasks of mourning' in relation 
to attachment figure losses.
Accumulative stressful transitions
When placement endings coincided with additional transitions within the FCBC's familial 
environment (e.g. the entry of another foster child) or wider environment (e.g. the 
transition to secondary school), the distress of losing the foster child was often more 
heightened. Concurrent and successive stressful life events (SLEs) are associated with 
greater internalising problems and poorer recovery from distress elicited by previous SLEs 
(Willeman et al., 2008). This association is mediated by subjective appraisal of the events 
(e.g. uncontrollability), compromising coping resources (e.g. social support) and decreasing 
children's resilience in manage daily hassles {ibid). Therefore, FCBCs may experience poorer 
resolution of distress from concurrent SLEs, producing accumulative distress of a greater 
magnitude.
Adiustment to chanae
The FCBC regarded their overall acceptance of living within a family that fostered and the 
inherent serial losses this could entail as a factor which mitigated distress of placement 
endings. Parkes' (1993) Psychosocial Transition theory has been applied to children and 
provides one conceptualisation of the psychological experience of loss which may help 
explain why some FCBC were able to achieve adjustment to the changes entailed with 
fostering. Parkes (1993) construes significant losses and transitions as 'life-change events' 
which prompt individuals to review and modify their assumptive models of the world. 
Assumptive worlds refer to "everything we assume to be true on the basis of our previous 
experience" (p.56). When a single transition is experienced, a familiar world can become 
unfamiliar, causing anxiety. Thus, resistance to assimilating change is common where there 
is a drive to maintain an old model of the world to safeguard predictability. However, when 
recurrent or stable change is experienced, modification of an assumptive world to 
accommodate an expectation of on-going change may aid the prediction and acceptance of
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future changes. This suggests that FCBC whose families offer short-term foster placements 
may experience better adjustment to change than those whose families offer long-term 
fostering whereby placement endings are less frequent.
Enduring distress and its possible moderating factors
Unresolved arief
As adults, some of the FCBC spoke of continued thoughts of the foster children which were 
accompanied by a sense of sadness and loss. A number of FCBC also reported enduring 
guilt, often in relation to their own relatively privileged childhood; particularly their own 
permanence within the foster family. Guilt and sadness are common facets of grief (Schoen 
et ai., 2004) and therefore their enduring presence may be suggestive of unresolved grief. 
According to grief literature, when children experience a lack of opportunity to process 
grief, they are at greater risk of developing depression and anxiety in adulthood (Saler & 
Skoinick, 1992). However, the FCBC generally did not report on-going states of anxiety or 
depression suggesting a more attenuated presentation of any unresolved grief. This may 
reflect FCBC's loss of primarily affiliative relationships in contrast with the existing 
literature's reference to loss of significant attachment relationships.
Parental avaiiabiiitv
Successful childhood resolution of grief is primarily associated with the quality of parenting 
received (Kirwin & Hamrin, 2005), particularly the opportunity to express grief (Agid et al., 
1999). Sometimes FCBC perceived their parents as withdrawn and emotionally unavailable 
due to the distress they were experiencing themselves upon placement endings. Therefore, 
the opportunity to share and receive validation of their distress may not have been 
presented as an option. Other FCBC intentionally did not attempt to gain emotional support 
from their parents due to a protective concealment of their own emotional needs through 
fear of burdening their parents, replicating previous findings (Butler, 2010). Therefore, 
despite frequently stating a preference to share and jointly process the loss of the foster 
children within the wider family, due to an objective or subjective appraisal of parental 
unavailability, many FCBC reported individual management of the distress. According to 
developmental literature, a lack of parental support and sharing of distress is particularly 
detrimental to younger FCBC's adjustment to loss due to their greater need for others to 
help integrate and provide meaning to their experiences of loss (Dallos & Vetere, 2009).
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Therefore, parental unavailability may have put young FCBC at particular risk of unresolved 
grief.
Uncertainty and uncontrollabilitv of familial environment
Saler and Skoinick (1992) also suggested grief resolution requires a period of adjustment 
whereby a new view of the environment in which the lost person used to exist is 
developed, including the survivor's need to re-define their role and position {ibid). For 
example, FCBC's 'age order' and therefore familial role may alter following the exit of a 
significantly younger or older foster child. This adjustment is thought to be facilitated by 
experiencing an otherwise stable and predictable familial environment {ibid). Indeed, some 
FCBC spoke of their protective knowledge of other family members' permanency. However, 
the pervasive sense of uncertainty and lack of control that the FCBC strongly conveyed as 
existing within their familial environment may have sometimes acted to inhibit this process. 
For example, the subsequent entries of unknown foster children may require the FCBC to 
make further adjustments with regards to their relative 'age order' and associated roles 
within the family.
Survivor auiit
The FCBC's reports of continued guilt appeared significant, with one FCBC attributing the 
guilt in relation to her relatively privileged childhood to her adult experience of depression. 
This account is supported by the common observation that childhood guilt is related to the 
development of depression (Cicchetti & Toth, 1998). The FCBC's account of guilt around 
their own permanence bears comparison to the concept of 'survivor guilt' which since 
being coined in relation to Holocaust survivors, has been broadened to refer to an 
individual's fortunate avoidance of an undesired fate which somebody else, perceived as 
equally deserving, does not survive (O'Connor et ai., 2000). Ferguson et ai., (1999) suggests 
that 'survivor guilt' is generally strengthened by a sense of responsibility for the fate of 
another. It is possible that some of the FCBC appraised themselves as having some 
responsibility for the placement endings although this did not explicitly emerge in the data. 
Indeed, foster placement breakdowns have been associated with FCBC's feelings of failure 
and responsibility (Tu I ley, 2000; as cited in Walsh & Campbell, 2010) and may have 
characterised some of the placement endings.
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Avoidance, denial ond distraction
Eisenberg et al., (2003) suggest that the impact of the family context on children's later 
psychosocial development is largely mediated by children's emotion regulation strategies. 
According to theories of Observational Learning (e.g. Bandura, 1977), children learn such 
strategies by observing others', particularly parents', responses to distressing events (Parke, 
1994). Some of the FCBC spoke of using avoidance, denial and distraction to manage their 
distress of losing foster children which sometimes mirrored the family-wide approaches to 
emotion regulation. This Included perceiving the entry of new foster children as a useful 
distraction from the recent loss of a previous child and expressing a preference for no prior 
notice of Impending placement endings. The FCBC reported that a protective concealment 
of emotional distress In the wake of placement endings was sometimes also exhibited by 
their parents. Thus, If FCBC learnt at a young age that emotional distress should be 
Inhibited or managed Independently, this may Influence adult emotion regulation.
According to Parkes' (1993) Psychosocial Transition theory, FCBC's use of denial and 
distraction to manage distress as children and adults may act to prevent successful 
resolution of loss and change. Parkes (1993) suggested that such strategies prevent the 
reorganisation of assumptive worlds, particularly the sense-making of discrepancies 
between assumptive worlds and current experiences. Research has also shown that 
Individuals who used emotional suppression to manage stressful situations experience 
greater rumination and distress (Gross & John, 2003). The use of such strategies may also 
have Implicitly taught FCBC that emotional pain Is Intolerable and cannot be managed 
through exposure. Some FCBC recognised a tendency to maintain unhelpful relationships 
due to memories of relational endings being highly averslve. Many avoidant and 
maladaptive behaviours are associated with low distress tolerance due to low self-efficacy 
In the ability to withstand uncertainty and negative emotional stress (Bernstein et ai., 
2011).
interpersonal adaptation
Cuitivatina relational closeness
As adults, the FCBC often reported feeling sensitised to areas of life where they perceived 
some lack of control, particularly In maintaining valued relationships. This was generally 
understood by the FCBC as being due to their childhood experience of lacking influence 
over their home environment and the loss of foster children. In compensation, FCBC tended
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to cultivate significant relational closeness In an attempt to prevent abandonment, 
supporting Phipps' (2000) anecdotal account.
Attachment theory may suggest that efforts to develop excessive closeness to others 
through fear of abandonment are reminiscent of an anxlous-amblvalent attachment style. 
Thus, based on early relational experiences where primary care-glvers are Inconsistent In 
meeting physical and psychological needs, current relationships are also assumed to be 
unpredictable. The FCBC's possible development of this attachment style may have pre­
dated the family embarking upon fostering. Alternatively, by virtue of the care demands 
Involved with fostering and foster carers' own experience of distress following placement 
endings (Strouver, 1999), parents' emotional availability for FCBC may have been 
compromised and Inconsistent, leading to an Insecure attachment style. In such cases, peer 
relationships may have served to meet attachment needs (Seibert & Kerns, 2009). Indeed, 
some of the FCBC reported companionship as well as protectiveness as key features of their 
relationships with foster children. Therefore, the experience of serial, uncontrollable loss of 
foster children who may have promoted FCBC emotional security, could have acted to 
elaborate FCBC's assumptions that others are unreliable (Bowlby, 1988). Waters et al., 
(2000) suggest that attachment security may alter In later childhood following significant 
changes In the family environment resulting In children receiving compromised care-glvlng. 
It Is possible that fostering presents as one such environmental change. This also suggests 
that It may not be necessary for fostering to be embarked upon within the FCBC's first few 
years of childhood for It to Influence their attachment security.
Subiuaation of own needs
One FCBC outlined a fear that foster children did not value her as much as she valued them 
and therefore had an adult tendency to put others' needs above her own In an attempt to 
promote her Importance to others. Adults with anxlous-amblvalent attachment styles have 
been shown to doubt their own Interpersonal worth due to the conditional nature by which 
others are perceived to care for them. As a result, these adults may prioritise the needs of 
others In order to maintain their relationships (Kirkpatrick & Davis, 1994). The tendency 
some FCBC showed to maintain unhelpful relationships Is also consistent with the 
observation that adults with anxlous-amblvalent attachment styles have a greater 
propensity to remain In unhappy relationships through fear of abandonment and low sense 
of self-worth (/b/cf).
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Psychological growth
The FCBC also reported some desirable long-term influences of experiencing foster 
placement endings; namely, heightened empathy and a sense of responsibility for the 
wellbeing of others, supporting previous findings of FCBC's pro-social learning at the time 
of fostering (e.g. Twigg & Swan, 2007). This Is not surprising given the values foster parents 
are likely to hold and the tenet that parents present as children's primary socialisation 
agents (Smith, 1983). In conjunction, these qualities were associated with FCBC's 
subsequent pro-social behaviours and career choices and an accompanying sense of 
fulfilment. It Is noteworthy that despite the FCBC being primed to speak specifically of 
possible long-term Influences of foster placement endings, they frequently spoke of the 
overall fostering experience leading to the development of these qualities. Parkes' (1993) 
Psychosocial Transition theory would suggest that In order for Individuals to make sense of 
their personhood In the context of loss, they are often required to consider the Impact of 
aspects of life prior to the loss. Thus, the distressing experiences of placement endings may 
help to facilitate psychological growth through affirming FCBC's positive Identity features. 
The FCBC's frequent citing of adaptability to change and confidence with novel experiences 
suggests the long-term resilience and adjustment some FCBC develop In the context of 
serial relational losses. According to the Psychosocial Transition theory, (Ibid) If following 
the experience of relational transitions, FCBC successfully reorganised their assumptive 
models of the world to encompass serial changes being Inevitable and manageable. It 
seems likely that they would develop confidence In the face of change.
Clinical and service applications
Given the current Immaturity of this research area, the Implications outlined for clinical 
practice are made on the assumption of the current findings gaining future support and 
extension.
Policy
In order to help safeguard FCBC Immediate and long-term psychological wellbeing, policy 
and practice guidelines would benefit from considering the FCBC at every stage of the 
fostering 'llfe-cycle.' In accordance with the current study, the following suggestions will 
focus upon supporting FCBC from the planning of placement endings through to post­
placement follow-ups. Addressing the needs of FCBC as well as foster children should be a
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statutory responsibility as there is a need to safeguard and promote the welfare of all 
children (The Children Act 2004). Some of these suggestions highlight the need to consider 
how best to accommodate the wellbeing of both foster and birth children. In some cases, 
there may be tension around whether the practices primarily benefit the FCBC or the foster 
child.
Reportedly, foster families' contact with foster children after placements end is inconsistent 
(Walsh & Campbell, 2010). The current study suggests that the sense of loss and distress is 
generally greater for the FCBC when they are not afforded the opportunity to maintain 
contact with foster children with whom they have an emotional connection. A more formal 
recognition of the importance of post-placement contact to safeguard the FCBC's 
immediate and possibly long-term wellbeing is therefore necessary. Given FCBC also 
reported experiencing greater distress and difficulty adjusting to the loss of foster children 
when placement endings coincided with other transitions, the planning of placement 
endings should take into account the current and prospective stability of FCBC's lives.
The FCBC's accounts of uncertainty and a iack of controi over the decisions and experiences 
invoived in fostering have possible implications for the management of distress at 
piacement endings. The FCBC may benefit from greater involvement and choice in 
fostering processes, such as how to say goodbye to the foster children. Whilst unplanned 
placement endings are an inevitabie reaiity, where possible, endings should be 
accompanied with maximal notice to aliow for preparation and certainty. Age-appropriate 
information regarding the processes and decisions around fostering shouid be routinely 
provided for FCBC to further increase their sense of certainty.
Where prospective foster carers are known to have their own children residing in the foster 
famiiy, it would be helpful to emphasise how to support their own chiidren within their 
training, focusing on placement endings using principles of grief work. For example, it 
would be useful to suggest the implementation of tasks for commemorating past foster 
children by developing memory boxes and photo books. Additionally, it may be beneficial 
to encourage foster carers to manage their own distress adaptiveiy and facilitate an 
appropriate ievel of shared expression of distress in order to aid the FCBC's development of 
adaptive emotion regulation strategies. The FCBC spoke clearly of their preference to 
manage the distress of placement endings with others and thus, the sporadic provision of 
FCBC groups would benefit from being implemented more consistently within iocal
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authorities. Furthermore, FCBC should become more routinely consulted on their general 
wellbeing and the quality of their relationships with foster chiidren within foster placement 
reviews. When FCBC are deemed to particuiarly value their relationships with foster 
children, contingency plans could be developed for additional support to be available in 
heiping the FCBC overcome loss if support from within the family is deemed insufficient.
Therapeutic interventions
Grief interventions
Professionals should remain sensitive to occasions when FCBC's resolution of loss and 
possible grief is not adequately or appropriately facilitated within the foster family. This 
may occur if foster parents are absorbed in fostering care roles or coping with their own 
feelings of loss. Additionally, life story work may present a useful component in helping 
FCBC develop coherent accounts of foster children who have passed through their home. 
This would allow FCBC to feel connected to significant foster chiidren from their past. 
Those FCBC who appear to conceal their distress around parents as an act of protection 
should be gently challenged when parents are deemed to have the resources to support 
their children. However, some FCBC may value the opportunity to process their losses away 
from the family; feeling that in these contexts they are more able to express anger, guilt 
and hurt. It may be helpful to commence such support in the preparation for placement 
endings.
Familv interventions
Due to the significant role the family plays in helping chiidren through grief (Riely, 2003), it 
may sometimes be appropriate to offer family-wide interventions as a means of supporting 
FCBC. Current assessments of potential foster carers aim to gain a thorough understanding 
of the family system, including familial histories, cultures, and relationships (McCracken & 
Reiiiy, 1998). Assessments shouid be sensitive to the possibility that fostering may provide 
a homeostatic function, such as in the maintenance of parental relationships, in which case 
the ending of foster placements may create heightened familial distress and relational 
instability. Given the current findings suggest these systemic functions of fostering may 
strengthen familial connectedness with foster chiidren and in turn, greater connectedness 
is associated with more distress at separation, in some cases couples therapy may be a 
useful intervention prior to fostering. Furthermore, where familiai 'rules' suggest a 
tendency to manage distress individually or inhibit its expression, family-wide loss work
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may help develop more adaptive strategies and aid FCBC's confidence in sharing distress by 
attenuating guilt and protectiveness. When emotional states are not easily communicated 
within families, a therapeutic task can be to faciiitate straightforward communication that 
is congruent with members' vaiues and needs (Dallos & Vetere, 2009). Sometimes, if foster 
parents are deemed to be experiencing significant distress themselves in response to 
placement endings, it may be important to offer them therapeutic support in order to 
promote their psychological resources in helping their own children.
Attachment-informed interventions
The role of attachment remains particularly unclear in FCBC's experience of placement 
endings but couid inform possible interventions. It may be desirable to gain an impression 
of FCBC's attachment styles prior to families embarking upon fostering. Where FCBC are 
judged to have unresolved attachment issues they may benefit from attachment-informed 
therapeutic work to bolster their relationships with their PCG. This may be particularly 
pertinent given there is some evidence that children with insecure attachment styles are 
more likely to turn to other children to fulfil attachment needs (Nickerson & Nagle, 2005), 
possibly making the loss of foster children more significant. Useful interventions may also 
explore FCBC's emotional and relational experiences in the context of iosing foster children 
in order to develop coherent and adaptive mental representations of relationships (for 
example, addressing possibie perceptions of abandonment).
Study limitations
The individuals who participated in this study were self-selective and therefore likely to 
have a specific motive for volunteering. Notably, the majority of participants provided 
fostering themselves or expressed an interest in doing so. Therefore it could be assumed 
that to embark upon fostering themseives, they found it a positive childhood experience. 
Thus, the current findings may under-represent the negative psychosocial impact 
experienced by the overall adult FCBC population. However, the aim of qualitative studies is 
not to generaiise findings to a wider population but instead provide in-depth exploration of 
participants' experiences as the current study does. The findings and conclusions may be 
generalised to theory and form the basis of hypotheses for future research.
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Given the heterogeneity of FCBC's childhood experiences, the resulting data was rich and 
suggested that FCBC have valuabie opinions and a reflective understanding of this topic. For 
example, despite the interview questions priming responses from an individualistic stance, 
the FCBC often conveyed systemic accounts and understandings of their experiences. The 
FCBC's provision of retrospective accounts likely promoted their sense-making given the 
perspective of time. Thus, the memories and experiences reported are iikely to have 
personal significance which endured over time. Although some of the accounts may reflect 
historic rather than contemporary experiences of fostering, current fostering guidance and 
poiicy suggest that certain practices remain unchanged, such as the inconsistency in 
maintaining post-placement contact with foster children. By making this inquiry, I may have 
primed FCBC to account for their adult self through the experience of placement endings, 
emphasising it above other formative experiences. However, by providing intentionally 
broad and inductively-developed interview questions I hoped to compensate for this.
Future research
The current study provides preliminary support for the suggestion that the experience of 
foster placement endings may have an enduring impact upon FCBC's psychosocial 
wellbeing, therefore fulfilling its aim of suggesting further research is warranted. The topic 
area is complex with the necessary consideration of a multitude of factors all within a 
developmental perspective. Thus, future research should begin to delineate the relative 
roles of contextual factors in accounting for the presence or absence of an enduring impact. 
For example, it wouid have been interesting to tease apart planned and unplanned 
placement endings as they may be associated with different affective experiences and 
therefore long-term implications. Further, this research topic would benefit from a more in- 
depth consideration of the possibie role of attachment. The implementation of a 
prospective, longitudinai study to examine FCBC's attachment styles prior to famiiy 
fostering and at time-points throughout chiidhood until adulthood would be desirable as it 
may help us to determine relative stability or change in attachment over time and the roie 
it may play in the development of long-term difficulties.
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Conclusion
This thesis contributed towards the greater acknowledgment of FCBC within the academic 
field by examining adult FCBC's understanding of whether experiencing foster piacement 
endings had an enduring impact upon their psychosocial wellbeing. It also began to 
elucidate some of the contextuai factors which may account for the relative presence or 
absence of a long-term impact. Amongst reports of some positive gains from the childhood 
experience of fostering, some FCBC related the serial loss of foster children to the 
experience of continued distress and the development of largely maladaptive relational 
adaptations in aduithood. It is therefore imperative that future research examines the 
factors putting FCBC at risk of an enduring negative impact in order to inform future 
fostering poiicy and practice.
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APPENDIX A Email recruitment advert
Did you grow up in a family that also fostered chiidren?
Would you like to take part in a study exploring the 
experience of foster carers' own children around the time of
foster placements ending?
If yes, please read on!
My name is Pip Crompton and I am a trainee clinical psychologist at the University 
of Surrey. I am conducting a piece of research examining the experience of foster 
carers' birth children around the time of the ending of foster placements. I am 
interested in exploring how foster carers' own children view the experience of 
foster placement endings now as an adult and whether they feel that anything 
about the experience has shaped the adult they have become.
•  The study has received a favourable opinion from the University of Surrey 
ethics committee.
•  The interview will take approximately 60 minutes.
•  Participants will be given a £10 High street voucher as a means of thanking 
them for their time.
If you are interested and would like to find out more, please email me at:
p.cromptonPsurrev.ac.uk
Many thanks and I look forward to hearing from you.
Pip Crompton
Trainee Ciinicai Psychologist
Faculty of Arts and Human Sciences
University of Surrey
Guildford
Surrey
GU2 7XH
Tel: 01483 683076
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APPENDIX B Detailed account of study procedure
Following individuais expressing an interest in taking part in the study by means of email, 
they were emailed the information sheet (Appendix A) and asked to confirm whether they 
met the inclusion criteria. An initial telephone conversation was then arranged to 
contextualise the research and address questions or concerns. Individuals who remained 
interested in participating in the study were then emailed a copy of the consent form 
(Appendix D). Evidence of participant consent was accepted through written confirmation 
via email or receipt of a signed consent form postally. Telephone interviews were arranged 
around a preferred time for the participant when they were able to locate themselves in a 
private room, free from distractions for approximately 60 minutes. Initially participants 
within a 30 mile radius of the University were given the option of a face-to-face interview. 
Given the first three participants expressed a preference for telephone interviews, in order 
to obtain consistency in the method of data collection, subsequent participants were given 
the expectation from the outset that interviews would be conducted over the telephone.
Before each interview, participants were asked structured questions from the Background 
Information sheet (Appendix E) regarding the context to the foster care provided by their 
family. Each interview consisted of a semi-structured schedule (Appendix F) which allowed 
for flexible dialogue between the researcher and participant and coverage of meaningful 
areas which had not been pre-determined by the interview schedule. The interview 
schedule consisted of three open-ended questions which were developed in collaboration 
with my supervisor folio wing consideration of the literature and research. These broadly 
explored: FCBCs' overall experience of living within a family that fostered and consideration 
of any long-term influence of experiencing the loss of foster children. Apart from four 
prompts (those italicised in the interview schedule in Appendix F), all further prompts were 
developed inductively overtime relating to the data obtained from participants. Interviews 
were conducted using a two-stage approach; i.e., initially supporting participants in 
providing extensive accounts of their experiences whereby I restricted my own intervention 
to brief utterances, then asking more purposefui prompts to seek clarification, elaboration 
and introduce topics if they were not initially covered by participants. The interview 
schedule was initially piloted with an adult FCBC which resuited in re-wording of the 
question relating to the possible long-term impact.
Interviews lasted between 45 and 100 minutes, with the majority spanning approximately 
70 minutes. During the interview, I took field notes to aid the later purposeful prompting. A 
loud speaker function on a mobile telephone was used in order to amplify participants' 
voices which were then recorded using a Dictaphone. I situated myseif within a private, 
sound-proofed room throughout ail interviews. Interviews were transcribed verbatim with 
the omission of prosodic aspects of the interviews, such as lengths of pauses and non­
verbal utterances. Thematic anaiysis is concerned with content rather than process of 
interviews (Braun and Clarke, 2006) allowing for this omission. Following the interviews, 
participants were offered a follow-up conversation if they feit it wouid be beneficial to 
discuss thoughts, reflections or any concerns the interviews elicited. Participants were also
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emailed a Debrief sheet (Appendix G) immediately after the interviews and sent a £10 gift 
voucher by email or post.
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APPENDIX c Participant information sheet UNIVERSITY OF
dba C l I R R P Y
Participant information sheet w jL J IX r V L i
Project title: Does experiencing serial foster placement endings have a long-term impact on foster 
carer birth children's psychosocial wellbeing?
We would like to Invite you to take part in a research study. Before you decide. It Is Important that 
you understand why the research Is being done and what It will Involve. Please ask Pip Crompton 
(researcher) If there Is anything you do not understand or you would like further Information.
Please take time to read the following information carefully.
What is the purpose of study? ______________________________ ________________________
At the University of Surrey, we are Interested In hearing about the experience of foster carers' own 
children around the time that the foster chlld(ren) left the foster family. We also want to explore 
whether foster carers' children believe that experiencing the ending of foster placement(s) has had 
any lasting Impact on them as adults. This could be either a positive or a negative effect.
This may help us to understand more about the experience of foster carers' children around the time 
of placement endings and highlight any areas where extra support would be helpful for carers' own 
children. This Is Important because In the past, foster carers' own children have not been considered 
In the development of foster care services. The research may help foster care services to think about 
how they can best support foster carers' children around the time when foster placements end.
Who is organising the study?______________________________________________________________
The research Is being carried out by Pip Crompton, as part of her Clinical Psychology doctorate 
training, and supervised by Mary John, programme director at the University of Surrey.
Why have I been chosen? _____________________   _^__
You have been Invited to take part because you experienced living with at least one foster child 
within your family when you were a child.
Do I have to take part?_______________________ ___________ ________________________________
NO. It Is up to you to decide whether to take part or not. If you wish to take part then we request 
that you look over a consent form and either return a signed copy directly to Pip or confirm verbally 
that you are happy to go ahead. Even If you agree to go ahead with the study, you are still free to 
withdraw at any point without giving a reason.
What will happen if I take part?___________________________________________________________
You will be asked to take part In an Interview with Pip the researcher. Pip will contact you and 
arrange a convenient time for you. The Interview will last for approximately 60 minutes and can be 
conducted over the telephone.
The Interviews will be digitally recorded and transcribed. At the Interview we will ask you to talk 
about your experience of the foster chlld(ren) leaving your home at the end of their foster 
placement with your family. We will also ask you about whether experiencing a foster child leaving 
your family has had any lasting Impact upon you In adulthood.
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Are there any risks in taking part?
Thinking and talking about the ending of the foster placement(s) and Its possible long term Impact 
upon you In detail may be upsetting and bring up negative feelings. However It's fine If you would 
like to stop the Interview for a short time at any point. It's also fine If you would prefer to stop the 
Interview all together. Pip will offer to call you the day after the Interview to see how you found the 
Interview and check that everything Is ok.
Are there any benefits of taking part?
Foster carers' children often feel that their views and opinions are not listened to or taken seriously 
by professionals. Participation In the research offers the opportunity to have your voice heard and 
contribute to Improving services and shaping future practices with particular attention to foster 
carers' own children.
The Interview will provide a space to share your experiences, both the things you found hard about 
living with a foster child and the things that you liked or enjoyed about It. Thinking through these 
experiences with the researcher may be helpful.
Additionally, you will be given a £10 High Street or Amazon voucher as a means of thanking you for 
your time.
W hat about confidentiality?___________________________________________________________________
All Information collected during the research Is strictly confidential.
Your name and any other Information Identifying yourself or the foster children that you talk about 
will be removed from the data so that you and the foster children cannot be recognised 
(anonymlsed). Any Information you provide about the foster child which does not relate to your 
relationship with the child will be left out of data analysis. If transcription of the Interview Is not 
completed by the researcher, a confidentiality agreement will be obtained from the transcrlber(s).
Digital recordings of the Interview will be deleted Immediately after transcription. All other 
anonymlsed data will be stored In a secure location at the University of Surrey for ten years after the 
research has been completed. This Is to allow any published data to be rechecked or re-analysed If 
necessary.
Who can I contact for further information? ________ ________________ __________________________
For further information or discussion about the study, please contact Pip Crompton on 01483 689 
441. Email: p.crompton(5)surrev.ac.uk. Address: University of Surrey, Department of Psychology, 
AD Building, Guildford, Surrey, GU2 7XH.
Alternatively you may also contact Mary John, Consultant Clinical Psychologist on 01483 6819267. If 
you have any concerns about any aspect of your Involvement In this study, then please contact Mary 
John on the same number._____________________________ _________ ____________ _________________
This proposal was given a favourable opinion by the University of Surrey Ethics Committee
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.  UNIVERSITY OF
APPENDIX D Consent form ^  w |  C X Z
Consent Form w_z/ 3 L l l v r v i - . i
I the undersigned voluntarily agree to take part in this study exploring whether the experience 
of foster placement endings has a long-term impact on foster carer birth children's 
psychosocial wellbeing.
•  I have read and understood the Information Sheet provided. I have been given a full explanation 
by the Investigators of the nature, purpose, location and likely duration of the study, and of 
what I will be expected to do. I have been advised about any discomfort and possible lll-effects 
on my health and well-being which may result. I have been advised about the benefits and costs 
of participating the In the research.
•  I have been given the opportunity to ask questions on all aspects of the study and have 
understood the advice and Information given as a result. I understand that I may ask further 
questions at any point during the study.
•  I agree to co-operate during the study and will Inform the researcher Immediately If I become 
distressed.
•  I understand that the Information I provide Is strictly confidential.
•  I understand that all personal data relating to volunteers Is held and processed In the strictest
confidence, and In accordance with the Data Protection Act (1998). I understand that all data 
provided for this study will be retained under secure conditions for ten years after the research 
report Is produced In order to allow for the checking of any published data and to allow for the 
re-analysis of the data. I agree that I will not seek to restrict the use of the results of the study 
on the understanding that my anonymity Is preserved.
•  I understand that where transcription of the Interview sessions Is not conducted by the 
researcher, a confidentiality agreement will be obtained from the transcrlber(s).
•  I understand that I am free to withdraw from the study at any time without needing to justify 
my decision and without prejudice.
•  I have been provided with a copy of this form and the participant Information sheet
•  I confirm that I have read and understood the above and freely consent to participating In this
study. I have been given adequate time to consider my participation and agree to comply with 
the Instructions and restrictions of the study.
Name of volunteer (BLOCK CAPITALS) ..................................................................
Signed ...................................................................
Name of researcher (BLOCK CAPITALS)................................................. ..............................................
Signed ...................................................................
Date............................................................................................. ...................................... ............................
200
APPENDIX E Background information sheet
UNIVERSITY OF
Background Information Form S U R R E Y
Does experiencing foster placement endings have a long-term impact on foster carer birth 
children's psychosocial wellbeing?
Before we begin the interview, I would just like to ask you some background questions about your 
family and the foster child(ren) you lived with. This will only take a few minutes.
Participant gender: (Circle) M /  F
Participant age:...............................................................
Participant ethnicity:...........................................................
Participant's age range in which shared home with foster children:
Number of foster children at home at any one time. Please indicate maximum and 
minimum:
Number of foster children at home over the duration of participants' childhood:
Estimated length and nature of foster children placements:
1)        .
2)     .............................................................
3) ......... ........................................................ ................................................
4) ............................................................................................................... .
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APPENDIX F Final interview schedule UNIVERSITY OF
SI IRRFY
Interview Schedule______ _______
Project title: Does experiencing serial foster placement endings have a long-term impact 
on foster carers' birth children's psychosocial wellbeing?
Thank you so much for agreeing to talk with me today, i really appreciated you giving me some of 
your time. My name is Pip Crompton and i am a trainee clinical psychologist with the University of 
Surrey.
As you know, we are interested in hearing about the times when the foster child(ren) left your 
family. We would also like to talk about how life is for you now as an adult and whether anything 
has stayed with you about your experience of the foster child(ren) leaving. We believe that your 
accounts and thoughts are really important and can help us understand how we can support the 
children of foster carers in the future.
This interview will last for approximately 60 minutes although if you have more to talk about, it 
can be longer. I am open to listening to everything you have to tell me about your experiences as 
a foster carers' birth child and now as an adult. To help us think about the topic i have prepared 
some questions. However, there are no right or wrong answers. Just tell me your own personal 
stories and be as honest as possible. What we discuss is strictly confidential, so your name and 
any foster children's names you mention will not appear in anything i write up. Also, only 
information relating to your relationship with the foster child will be analysed. Therefore, any 
information you provide detailing aspects of the foster child will not be analysed.
It is important to mention that talking about these experiences can generate both positive and 
negative emotions. You can stop the interview at any point without giving a reason. You can also 
withdraw from the study at any time without giving a reason. If I ask a question that you don't 
want to answer, this is fine and it is your choice. Please just let me know for example by saying 
"pass", if you do not understand the question then please feel free to ask me more about it.
i am using a mobile phone which i will switch to the loud-speaker function when we start the 
interview. This will then allow me to record our conversation with a Dictaphone, i am sitting in a 
private room without anybody else present. The Dictaphone will be kept securely stored and once 
i have transcribed the interview, being careful to anonymise any personal details, the recording 
will be deleted.
Have you got any questions? Are you happy to proceed with this interview?
Have you managed to find somewhere private and free from interruptions to speak for the next 
hour or so? Are you sitting somewhere with sufficient mobile phone signal? (If calling participant 
on mobile phone rather than landline)
COMPLETE BACKGROUND INFORMATION SHEET_____________________________________________
Firstly I'd like to ask you, how do you refer to these child(ren) who lived at your home with you for a 
while? For example, do you call them foster children/siblings/something else?
(OK, from now on I will refer to them as (participant's response))
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1) Let's start by thinking about what it was iike to be in a family that fostered.
Prompts:
Can you tell me what your relationships with the foster children were like?
o Emotional tone of the relationships: e.g., competitiveness, conflict, 
warmth.
o Sense of connectedness: e.g., shared interests, mutual disclosure, care- 
giving role.
Can you tell me about the time(s) when they/he/she left your family?
Did their/his/her leaving affect you at the time? If  so how?
How did the rest of your family respond around this time?
Did you find it easier/harder when any particular foster child/ren left your home? 
o How/why was it harder?
o Length of placement, nature of ending, relationship quality with FC.
2) Has anything stayed with you about your experience of the foster child(ren) leaving your 
family?
Prompts:
Has the experience o f foster children leaving influenced who you are today? if  so, 
how?
The way you are around others: e.g., children, parents, friends, romantic partners 
o The way you form / feel in new relationships
o The way you behave/feel around separation from people you have a 
relationship with.
The way you consider yourself.
The way you cope with your emotions
3) Do you think we have missed anything significant that would help us understand your 
experience? is there anything else you would like to talk about today? i'd love to listen.
Thank you so much again for speaking to me. You've given us some really interesting information 
which I think is going to be really helpful for our understanding. Once again, just to remind you 
that all the information you have given will be completely anonymised and stored securely. I have 
a sheet I will email to you with some contact numbers in case you would like to talk more about 
any of the things we have discussed today. My name and contact details are also on it.
FEEDBACK: How have you found today?
As a courtesy to all participants, we offer a telephone call to everyone we interview the following 
day-just to follow up and check everything is ok. This is of course optional. Would you like me to 
phone you tomorrow?
Just to say that I've really enjoyed talking with you today and hearing about your experiences and 
thoughts. I'm really grateful for your time. As a way of saying thank you. I'd like to send you a £10 
Voucher. Would it be easiest for me to send it to you through the post or email you an electronic 
voucher? If  postally, take address.
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APPENDIX G Debrief sheet UNIVERSITY OF
Debrief Sheet_________________S U R R E Y
Does experiencing foster placement endings have a long-term impact on foster 
carer birth children's psychosocial wellbeing?
If you have any questions, comments or concerns after the Interview then you are very welcome to 
contact me. I will be available during office hours (Monday to Friday, 9am-5pm). Otherwise please 
leave a message and I will get back to you as soon as I can.
Pip Crompton
Trainee Clinical Psychologist
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
Email: p.crompton@surrev.ac.uk 
Tel: 01483 689267
If you have any concerns or complaints about any aspect of the way you have been approached or 
managed throughout the course of this study then please contact Mary John, Clinical Course 
Programme Director on the same number above.
If you have been affected in any way by the interview process then please find below a list of 
additional support services which you may find helpful. These services wiii require you to access 
yourself (seif referral). They do not require you to go through your GP.
For any physical or mental health concerns -  please contact your local GP.
In an Emergency call 999
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APPENDIX G Debrief sheet continued
Additional support Services 
Family and Relationships ________________ ' ____________ _
•  Relate: 0207 223 2683/020 8878 5194 - http://www.relate.org.uk
Relationship counselling for individuals and couples; family counselling; counselling for 
children and young people; sex therapy.
Telephone counselling: 0300 100 1234. Booking line is open on Monday-Thursday: Bam to 
9pm, Friday: 8am to 5pm and Saturday: 9am to 5pm
Well-being and mental health
•  Saneline: 0845 767 8000.
Free helpline is open from 6.00pm until 11.00pm every day of the year. For times of 
crisis/difficulty coping
•  Samaritans: 0845 790 90900
•  University of Surrey Centre for Wellbeing: 01483 68 9498
Free counselling and support service for students and staff at the University of Surrey.
Health
NHS Direct: 0845 46 47 for advice.
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APPENDIX H Formal approval received from the University Ethics panel
UNIVERSITY OF
#  SURREY
Ethics Com m ittee
Miss Pip C rom pton 
Psychology
18 July 2011
Dear Pip,
The lo n g -te rm  psychosocial im p ac t o f th e  en d in g  o f fo s ter p lacem en ts  on fo s ter  
carers' o w n  ch ild ren  -  EC /2011/FA H S /60
On behalf of the  Ethics C om m ittee, i am pleased to  confirm  a favourable ethical op inion fo r the 
above research on the basis described in the  subm itted p ro toco l and supporting 
docum entation.
Date o f confirm ation  of ethical op in ion: 18 July 2011.
The final list of documents reviewed by the Committee is as follows:
Document
Summary o f the project
Detailed protocol for the pro ject
In fo rm ation  sheet fo r participants
Consent form
Copy o f questionnaire/interview  schedule
Risk assessment
Copy of insurance information
Please note that the Participant Information Sheet requires amendment under the heading
"W h a t is the purpose  o f THE s tudy?" and the  first sentence o f paragraph 4 o f the  d ra ft 
in te rv iew  schedule also requires amendment.
This opin ion is given on the  understanding tha t you will comply with the  University's Ethical 
Guidelines fo r  Teaching and Research. If the project includes distribution of a survey or 
questionnaire to members of the  University com m unity, researchers are asked to include a 
sta tem ent advising th a t the project has been reviewed by the University's Ethics Com m ittee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with 
reasons. Please be advised tha t the  Ethics C om m ittee is able to  audit research to ensure that 
researchers are abiding by the University requirements and guidelines.
You are asked to note that a further submission to the Ethics Committee will be required in the 
event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Glenn M ou lton
Secretary, University Ethics C om m ittee 
Registry
cc: Professor S Williamson. Chairman. Ethics Committee
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APPENDIX I Thematic analysis of researcher seif-reflexive interviews and diary
Theme Before
interviewing
During
Interviewing
After interviewing
Researcher curiosity X X X
Idiosyncrasy of 
familial experience
X X X
Emotional pain X X X
Relational bonds X X
Resilience X
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APPENDIX J Transcript extract with initial coding
Initial coding Interview data Memos
Mum absorbed in practical caring 
for foster babies.
Mum teaching FCBC re. foster 
babies' physical wellbeing.
Positive social attention re. 
foster babies.
Felt normal to have foster baby.
No jealousy.
No resentment.
Happy sharing Mum.
Felt normal sharing maternal 
attention.
Foster babies made Mum happy.
Mum's enjoyment from 
fostering.
Mum's identity bolstered by 
fostering.
Relief that Mum happy.
Family functioning improved by 
fostering.
FCBC fond of babies due to them 
improving family functioning.
Foster babies significant positive 
impact on family.
Foster babies made whole family 
happier.
Foster babies made FCBC feel 
closer to Mum.
Mum's absorption in foster 
babies' care.
Mum more relaxed and happy 
when fostering..
Mum and FCBC join in playing 
with foster babies.
FCBC particularly fond of two 
foster babies.
Baby Lorraine had 
hydrocephalus.
Lorraine larger head noticeable. 
Baby Julia stayed longest.
Baby Julia observed reaching 
milestones.
Distinct memories of Julia.
Fiona:...and mum being very involved, almost 
absorbed with the babies and doing certain things 
with them. And she'd say things like "this is a good 
way to test whether the babies can see properly" and 
she's kind of flutter her fingers above the babies eyes 
and see if they followed her fingers. As I say, being out 
with the pram and people stopping and cooing. And it 
just being apparently normal for there to be a baby. I 
mean it didn't feel...l don't remember there being any 
feelings of jealousy or thinking "oh what a drag, 
there's going to be another baby". I never remember 
wanting my mum to myself. It just seemed normal I 
suppose, to share her in that way. And again, I wonder 
if it actually made mum happier when there was a 
baby.
Interviewer: Hmmmm.
Fiona: I got this really strong sense that, you know, it 
was something that she enjoyed and helped her sense 
of self, we felt relieved that Mum was a bit happier. 
She was actually probably better when there was a 
baby and ironically we functioned better as a family. I 
think this made me even fonder of the babies because 
they were doing something for us too. PAUSE.
Interviewer: Hmmm, could you say some more about 
that..being fonder of the babies because they were 
doing something for you?
Fiona: Well, I think I started to see them as these little 
people who could really transform my family -  and in 
a good way. I think they made us all happier and 
ironically, I felt closer to Mum as a result of having 
them there. Because even though she was quite 
absorbed in them and looking after them, she was a 
bit more carefree and happy. I would play with the 
babies and my Mum would join me. There were two 
who I was particularly fond of, one of whom was 
called Lorraine and she had hydrocephalus and it was 
just there and her head just looked a bit bigger and 
that was that and then there was Julia and she stayed 
with us longest and reached milestones and I have 
very distinct memories of her. Particularly in our front 
garden of her being kind of walked around.
Maternal absorption 
beginning to appear common 
in accounts.
Fostering providing learning 
for FCBC.
Lack of jealousy-contrary to 
other literature: why?
Secondary gain of fostering 
for FCBC?
Fostering bolstered Mum's 
self-esteem?
What's meant by 
'functioning' here?
FCBC Kship with babies 
strengthened by their aiding 
family wellbeing.
Suggests changing perception 
of FC?
FC positive impact on family 
emotional wellbeing.
Sense of irony re. being 
bought closer to Mum.
FC facilitated FCBC's time 
with Mum -  joining over 
foster children's 
care/attention.
Strongest bond to two 
babies. Different levels of 
bond with FC. What does this 
depend on?
Meeting milestones whilst 
with family seems significant?
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